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This book has that certain “something” that lifts 
it out of the realm of ordinary medical texts and 
makes it a constant necessity for the general prac- 
titioner and the younger surgeon. To recite its con- 
tents would prove its actual value, but you'll have 
to read it to see for yourself the indefinable perfec- 
tion that its text and pictures offer the reader. We 
believe that this book will reach the “best-seller” 
class in a very short time—and will stay there too— 
because it is one of those rare works that demand 
the outspoken praise of those who own and use it. 

You can take it, as a matter of course, that it 
covers, fully and authoritatively, the entire field of 
the “Surgery of the Ambulatory Patient.’”’ Consult 
the summary of the contents at the left. The feature 
of Ferguson’s work (and one that will be obvious 
as soon as you begin to read it) is the logical, sys- 
tematic organization—the complete coverage: and 
the step-by-step descriptions of the treatment of all 
of the surgical lesions of the ambulatory patient. 
Text and the specially-made illustrations are per- 
fectly co-ordinated. 

After you refer to Ferguson, there will be no 
gaps in your picture of the case before you. This 
book is destined for leadership in its field—place 
your order now to be certain of getting it the 
moment it comes from the press. 
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T is a common mistake to class gastric 

and duodenal ulcer together as one 

disease—peptic ulcer. Although it is 
readily admitted that they have certain 
etiological features in common, they are 
not, strictly speaking, allied affections. The 
risk of malignant transformation, the de- 
gree of morbidity, the potentialities of dis- 
aster and the accompanying disturbances 
are factors which differ widely in cases of 
duodenal ulcer and of chronic ulcer of the 
stomach. Again, the medical and surgical 
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methods of treatment of the two condi- 
tions vary in many essential details. 


DANGER OF MALIGNANCY 


A chronic gastric ulcer may become ma- 
lignant, whereas cancerous degeneration of 
a duodenal ulcer is a pathologic curiosity. 
The incidence of malignant change in gas- 
tric ulcers has been computed to be be- 
tween 10 and 20 per cent. Professor Stew- 
art’? of Leeds, who has made an extensive 
study of ulcer cancer, concludes that 9.5 
per cent of chronic ulcers become car- 
cinomatous, and that carcinoma originates 
in a chronic ulcer in 17 per cent. Katsch’® 
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reported an incidence of malignancy of 20 
per cent. Finsterer* found that in 532 cases 
of resection for gastric ulcer the ulcer was 
carcinomatous in 141 instances—20.9 per 
cent. Chamberlain,*® in a follow-up study 
of 216 patients treated for suspected sim- 

le gastric ulcer, found that 9.5 per cent 
had died of cancer of the stomach. Walt- 
man Walters and Cleveland" state that in 
100 consecutive cases of reported gastric 
ulcer upon which they operated, the lesion 
proved to be carcinomatous on microscopic 
investigation in 19. 

At the present-time it is generally agreed 
that it is impossible by clinical methods, 
gastroscopic or barium-meal roentgen ray 
examination, to distinguish positively be- 
tween simple gastric ulcer and early car- 
cinomatous ulcer. Eusterman and Balfour, 
in their monograph The Stomach and Duo- 
denum (1935), write: “There is as yet no 
single sign or any combination of signs 
which will determine with absolute cer- 
tainty whether or not‘a gastric ulcer is 
malignant.” 

If the above statements are correct, name- 
ly, that 10-20 per cent of gastric ulcers un- 
dergo malignant transformation and that a 
chronic gastric ulcer cannot be distinguish- 
ed from an early ulcerating carcinoma of 
the stomach by any means at our disposal 
apart from microscopic inquiry, then it 
must be conceded: 

1. That as gastric ulcer is a very treach- 
erous disease, all patients suffering from 
this lesion should be promptly admitted to 
a hospital for investigation and treatment. 

2. That so-called ambulatory treatment 
for peptic ulcer is dilatory, unscientific and 
dangerous, and cannot in any circum- 
stances be condoned. 

3. That if medical treatment fails to 
bring about a cure of the ulcer after a fair 
trial, operative measures should be in- 
voked. 

4. That, although medical therapy is 
highly. efficacious A the simple uncompli- 


cated lesion, operative interference will 
nevertheless be called for more frequently 
in chronic gastric ulcer than in chronic 
duodenal ulcer. This fact is confirmed by 
the figures of the Mayo Clinic: in 1939 a 
diagnosis of gastric ulcer was made in 207 
patients, of whom 109, or 52.6 per cent, 
were operated upon. In the same year a 
diagnosis of duodenal ulcer was made in 


. 2,729 cases and operation was carried out 


in 467 (17.1 per cent). 


MEDICAL MANAGEMENT 


The patient is admitted to the hospital 
and confined to bed. Rest in bed is an es- 
sential part of the treatment. One cannot 
treat these patients satisfactorily unless 
they are under constant observation, nor 
can adequate therapy be conducted in 
their own homes or in nursing institutions 


~which are not suitably equipped for the 


specific purpose. 

The history of the case is taken and a 
routine physical examination is conducted, 
after which the following investigations are 
carried out: (1) fractional test-meal exam- 
ination; (2) occult blood tests; (3) com- 
plete examination of the blood; (4) gas- 
troscopy; (5) barium-meal roentgen ray 
examination. 

The size, shape, position and other 
characteristic features of the ulcer are 
noted and drawn on a special chart. All ac- 
cessible foci of infection receive attention. 
If the patient is anemic, blood transfusions 
are given; if he is dehydrated, plasma, glu- 
cose and salt solution are run into a vein 
by the slow-drip method. 

An Einhorn or Ryle tube is passed 
through the nostril into the stomach. 
When its distal bulbous tip is shown to 
be lying in the duodenum, the proximal 
end is attached by means of a glass tube 
and rubber connection to a large reservoir 
containing milk. This container is slung to 
an upright support about 3 feet or so above 
the patient’s head. The milk, which is 
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neither warmed nor citrated, is run in at an 
even slow-drip both day and night, so that 
about 6 pints are introduced into the in- 
testine in each twenty-four hours. The 
milk-drip is continued for three weeks be- 
fore the tube is withdrawn. 

Some patients prefer to have the tube in- 
troduced through the mouth rather than 
through the nose. A portion of the tube is 
strapped to the side of the face with ad- 
hesive tape. The great majority of patients 
tolerate the tube extremely well and suffer 
little or no inconvenience from its pres- 
ence. The few who will not cooperate are 
best treated on the lines laid down by 
Hurst, Eusterman, Lahey or Sippy. 

The patient, with the tube in situ, is en- 
couraged to drink water, barley water, 
tea, sweetened lime and lemon juice, and 
sunilar liquids, and is given a mixture of 
cod liver oil and belladonna three times 
daily. If the acid values of the gastric juice 
are found to be unduly high, alkaline 
draughts are administered every eight hours. 
The essential vitamins are also prescribed 
in adequate doses. The patient may not 
gain weight on this treatment, but few 
lose appreciably. 

At the end of three weeks the duodenal 
tube is withdrawn. Barium-meal examina- 
tion and gastroscopic investigation are then 
carried out to see if the ulcer has diminish- 
ed in size, and the feces are tested to ascer- 
tain whether occult blood is disappearing 
from the stools. Visual signs of sound and 
progressive healing call for further per- 
severance with these methods. 

In the average case it takes about three 
months for a chronic gastric ulcer to heal 
completely under strict medical super- 
vision. The disappearance of the crater on 
skiagrams is, of course, a most helpful and 
encouraging sign, but it does not necessarily 
mean that the ulcer has healed. We know 
too well that carcinomatous processes may 
extend from the margin of an ulcer into 
the crater and thus obliterate it, also that 


small ulcerating cancers, owing to the ab- 
sorption of inflammatory products (which 
invariably occurs after a course of stringent 
medical therapy), may mask their malig- 
nant characteristics by shrinking appreci- 
ably. The disappearance of the crater as 
evidenced by roentgenograms should mere- 
ly be regarded as a sign that after a course 
of efficient medical measures the lesion is 
healing well, that the surrounding edema is 
subsiding or has subsided, that the crater 


is flattening out by exuberant granulation 


tissue, which will eventually act as a sup- © 
port for the new, although inferior, mucous 
membrane which has started to creep slow- 
ly across the gap in the gastric wall. 

No patient is regarded as cured until 
symptoms have ceased altogether, the stools 
have been free from occult blood for sev- 
eral’: weeks, the hemoglobin percentage is 
normal and radiologic and gastroscopic evi- 
dences of sound healing are irrefutable. 

In those cases which show a gratifying 
response to this type of therapy, as evi- 
denced by relief of symptoms, absence of 
occult blood in the stools and marked re- 
duction in the size of the crater, the milk- 
drip treatment is continued for another 
three weeks. By the end of this time heal- 
ing should be well advanced and the in- 
dwelling tube can be finally removed. 

At this stage all the investigations and 
tests already referred to are repeated. If the 
findings are satisfactory, the patient is then 
treated as an ambulatory ward case and 
Hurst’s® postulcer regime is ordered for six 
weeks. 

After the completion of the three 
months’ treatment a final gastroscopic ex- 
amination is performed to ascertain if the 
new gastric mucosa which now covers the 
dangerous area is healthy and staunch. If 
all is well, the patient is discharged from 
the hospital aind is instructed to follow the 
rules laid down in Hurst’s postulcer regime 
as strictly and conscientiously as possible 
for another three months. 
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The scheme of medical management here 
outlined, which is adapted from Einhorn’s® 
methods, therefore entails frequent investi- 
gations by means of roentgenograms and 
the gastroscope, rest in bed for six weeks 
with the milk-drip working almost con- 
tinuously and strictly supervised medical 
treatment for a further six weeks. This 
also involves strength of character, a cheer- 
ful optimism, wholehearted cooperation, 
an unflinching perseverance on the part of 
the patient, careful and watchful nursing 
and minute attention to many details. The 
treatment can, in my opinion, be conducted 
in a thorough manner only in a well-equip- 
ped hospital staffed with a personnel who 
have made a special study of gastric dis- 
orders. 

The results are encouraging, as approxi- 
mately 50 per cent of the patients thus treat- 
ed can be discharged as cured. Provided 
they continue to be reasonably careful with 
regard to diet and mode of living, a large 
majority of them are eventually restored 
to full economic efficiency. 


INDICATIONS FOR SURGICAL TREATMENT 


Surgical treatment is called for if: 

1. At the end of three weeks’ treatment 
on the lines suggested above, occult blood 
is still present in the stools and the ulcer 
niche has not diminished in size. 

2. At the end of six weeks’ treatment the 
ulcer, although smaller, has assumed an 
indolent appearance and traces of blood 
can still be detected in the feces. 

3. Following the course of treatment, the 
ulcer has healed, but later on, during the 
probationary period, there is recurrence of 
incapacitating symptoms and unmistakable 
signs of reactivation. 

4. Hour-glass deformity is present and 
associated with malnutrition. 

5. The patient is over the age of 60, 
gives a short history of indigestion, and a 
crater can be visualized in the stomach on 
roentgen ray investigation. 
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6. Hemorrhage from the ulcer bed is 
continuous or intermittent, difficult to con- 
trol, and the blood loss threatens life. 

7. Ulcers are situated on the greater 
curvature or in the pyloric region, since 
here malignancy cannot be ruled out. 

8. Multiple chronic gastric ulcers are 
present, or combined chronic gastric and 
duodenal ulcer. 

g. Chronic gastric ulcer is associated 
with chronic duodenal ileus. 

10. Ulcers are large, of a diameter of 1 
inch or more, and have penetrated deeply 
into the substance of the pancreas or liver, 
as here medical treatment is not likely to 
prove availing and the presence of cancer in 
the margins of the crater is difficult to re- 
fute. 

11. Economic and other circumstances 
make an operation expedient. 


OPERATIONS FOR GASTRIC ULCERS 


The following is a list of some of the 
operations which are nowadays performed 
for chronic gastric ulcer: 

1. Excision of the ulcer alone. 

2. Gastrojejunostomy alone. 

3. Excision of the ulcer combined with 
gastrojejunostomy. 

4. Sleeve resection. 

5. Partial gastric exclusion. 

6. Partial gastrectomy: (a) Billroth I 
types of repair; (b) Polya methods, with 
or without the Hoffmeister valve. 

No useful purpose would be served by 
describing a number of obsolete proce- 
dures, such as cholecystogastrostomy, the 
Moynihan I operation, the Roux-in-Y 
method, transgastric excision of a posterior 
wall ulcer and the like. The great number 
of names and technics associated with gas- 
tric surgery is a source of considerable con- 
fusion. The fact that a certain operation 
has been performed at some surgical clinic 
or by some famous surgeon does not neces- 
sarily make it valuable. Every new opera- 
tion upon the stomach is a success until it 
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is found out. The correct application of 
surgical procedures in the treatment of 
ulcer is a delicate matter requiring keen 
judgment even more than skill. The ideal 
operation for chronic gastric ulcer is par- 
tial gastrectomy, but it is agreed by all au- 
thorities that other procedures have much 
to offer if: employed with discretion. 

The objects of any operation for chron- 
ic gastric ulcer may be briefly stated as fol- 
lows: (1) removal of the lesion; (2) per- 
manent alteration of the motor and secre- 
tory functions of the stomach; (3) assur- 
ance of relief of symptoms; and (4) pro- 
tection against recurrence of ulceration 
and against the subsequent development of 
cancer of the stomach. 

The success or failure of operative treat- 
ment for gastric ulcer depends to a great 
extent upon: (1) the utmost care in the 
selection of cases for operation; (2) a wise 
choice of surgical procedure for the indi- 
vidual case; (3) careful preoperative treat- 
ment; (4) the experience of the surgeon 
and the technic employed; (5) the methods 
used in after-treatment; and (6) unexpect- 
ed complications. 

There is as yet no routine surgical pro- 
cedure for chronic gastric ulcer. An opera- 
tion which may be considered advisable in 
one case may be unnecessarily dangerous 
or totally inadequate in another. The best 
results follow those measures which are 
directed to a wide excision of the lesion, 
the overcoming of stasis and the reduction 
of gastric acidity. These effects are attain- 
ed by a variety of operations, but by far 
the best is partial gastrectomy. 

With increasing experience as regards 
the indications, contraindications, difficul- 
ties, technical methods of overcoming cer- 
tain dangers, and factors which make for 
safety, I find that the operation of choice— 
partial gastroduodenal resection—is appli- 
cable in about 85 per cent of my own cases. 
When, owing to the size and position of 
the ulcer or to the poor general condition 


of the patient, the risks of a radical resec- 
tion appear to be prohibitive, the surgeon 
still has the choice of other tried proce- 
dures, from which, however, he must select 
very wisely. 

I shall now discuss the advantages and 
disadvantages of the operations which are 
most generally practiced in cases of chron- 
ic gastric ulcer. 

Simple Excision of the Ulcer.—It would 
indeed be an easy solution of the ulcer prob- 
lem if excision of the ulcer alone could be 
depended upon to cure every case. Un- 
fortunately, this operation is followed by 
recurrence of ulceration or by severe crip- 
pling symptoms in over half the cases. This 
statement is confirmed by the B.M.A. re- 
port for 1930, submitted by Dr. Luff. Ex- 
cision of the ulcer guards the patient against 
perforation, hemorrhage, midgastric con- 
striction and the threat of malignant inva- 
sion, and is associated with a low mortality; 
but it does not reduce gastric acidity, it 
does not overcome stasis, nor does it relieve 
pylorospasm, and there is only a 50 per 
cent chance of even tolerably good results 
following upon this type of surgical inter- 
ference. 

Nevertheless, if simple excision can be 
carried out without interfering with the 
motor functions of the stomach, without 
the suture line encroaching upon the great- 
er or lesser curvature of the pyloric seg- 
ment of the stomach, it then has a sphere of 
usefulness, e.g., in obese patients, in those 
who are very debilitated, and in those who 
are not in a condition to withstand a more 
extensive procedure. If all these require- 
ments are fulfilled, this operation then has 
its place—though a limited one—in the man- 
agement of chronic gastric ulceration. 

Gastrojejunostomy Alone.—Gastrojeju- 
nostomy alone is rarely indicated for the 
type of lesion under discussion. It may, 
however, be called for when the patient has 
a large penetrating ulcer situated high up 


on the lesser curvature close to the cardia, 
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associated with a severe degree of surround- 
ing inflammation, and when resection is im- 
possible owing to the local condition and 
the poor state of the patient’s health. 

With these large, inaccessible cardial ul- 
cers it would on the whole appear advis- 
able to persevere with medical treatment 
for some weeks rather than immediately to 
attempt an indirect operation, the results of 
which will be equivocal. The greater the 
experience of the surgeon, the fewer in- 
direct operations will he perform for chron- 
ic gastric ulcer. The experienced surgeon 
knows full well that ulcers which on first 
sight appear to be fixed and which are situ- 
ated high up on the lesser curvature or on 
the posterior wall close to the cardiac orifice 
can often be excised after the viscus has 
been: thoroughly mobilized and the lesion 
separated from its attachments posteriorly. 
Frequently these cardial lesions appear high- 
er in the skiagrams than is actually the case 
on account of the foreshortening of the 
stomach proximally, caused by perforation 
of the ulcer into the pancreas or into the 
gastrohepatic omentum. In most of these 
cases ample stomach can be found above 
the lesion for safe partial gastric resection 
after mobilization of the stomach and its 
perforating process and after ligation of 
the gastrohepatic omentum. This point re- 
ceives special emphasis from Walters."® 

The safety of gastrojejunostomy should 
not lead the surgeon to disregard the added 
advantage of removal of the lesion when- 
ever this is feasible, for in regard to gastro- 
jejunostomy alone for gastric ulcer, there 
are several factors of greater importance 
than immediate mortality, particularly in 
regard to malignant degeneration. 

Excision of the Ulcer Combined with 
Gastrojejunostomy.—This operation yields 
better results than simple excision alone or 
gastrojejunostomy alone; but it is being per- 
formed less and less frequently and has 
been in large measure superseded by the 
Polya methods. 


By this plan the ulcer is excised by 
wedge excision, or V-excision, using a 
knife, scissors or cautery; or, if the lesion 
is small, it may be destroyed by heat on the 
lines originally suggested by Balfour,’? aft- 
er which posterior gastrojejunostomy is 
performed to reduce gastric acidity and to 
overcome any pylorospasm. 

In Walton’s" series of 310 patients there 
were 13 deaths, 4.2 per cent. In a group in 
which a large number of cases were follow- 
ed up by Walton for a period of five years 
or more, good results were claimed in 88 
per cent. But wedge resection can be safely 
performed only when the ulcer is small or 
of moderate size, when the stomach can be 
readily mobilized and when the lesion is 
not too near to the cardia; in other words, 
V-excision is contraindicated in those cases 
in which the ulcer is seemingly inaccessible, 
large and fixed to adjacent structures. 

What is thought to be a small gastric 
ulcer may prove to be a small ulcerating 
carcinoma, but in practice a high propor- 
tion of the small or moderate-sized ulcers 
will be found to yield to medical treatment. 

As the surgeon is called upon to deal 
mainly with the large, callous, recalcitrant 
penetrating lesions, with those that are un- 
duly fused to the pancreas and with those 
in which the menace of cancer cannot be 
excluded, it stands to reason that, as a rule, 
some type of radical gastric excision will 
be indicated. 

If a small gastric ulcer proves intractable 
to well-applied medical treatment, it then 
demands radical measures for its cure in 
view of the possibility of malignancy, and 
here a wide gastric resection is advised 
rather than a limited V-excision combined 
with gastrojeyunostomy. 

For small, mobile gastric ulcers of the 
lesser curvature the mortality of partial 
gastrectomy is as low as that of wedge re- 
section plus gastrojejunostomy. 

Sleeve Resection.—Sleeve, or segmental, 
resection has a very limited scope of use- 
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fulness, being occasionally employed for 
hour-glass stomach or bleeding gastric ulcer 
involving the midgastric region, as it is a 
simple procedure and is fairly safe in execu- 
tion. The final results are, however, inferior 
to those of the Polya types of gastrectomy, 
as the motility of the stomach is subsequent- 
ly interfered with and recurrent constric- 
tion or ulceration at the same site is by no 
means uncommon. In Claggett’s* series only 
50 per cent of the cases investigated show- 
ed permanently good results. 

Partial Gastric Exclusion —This is an op- 
eration occasionally performed for ulcers of 
the pyloric segment which have deeply 
penetrated into the liver or pancreas and 
which are associated with a marked degree 
of surrounding inflammation. In the first 
operation of this method of Devine’s’ the 
stomach is transected high in its upper third, 
and the upper cut end of the stomach is 
anastomosed to the proximal jejunum, 
adopting the Hoffmeister plan, after which 
the open end of the distal (pyloric) seg- 
ment is closed. At the second operation, 
some three weeks or so after the exclusion, 
it will be seen that the inflammation about 
the ulcer has resolved to such an extent that 
resection of the pyloric cul-de-sac and of 
the duodenal bulb becomes greatly simpli- 
fied. 

Partial Gastrectomy .—Partial gastrectomy 
is the operation of choice in cases of chron- 
ic gastric ulcer for these reasons: 

1. It affords the maximum degree of pro- 
tection against recurrence of ulceration, 
hemorrhage and perforation and the subse- 
quent onset of cancer of the stomach. 

2. The immediate and late results are 
eminently satisfactory, and the operation is 
in every way consistent with sound health 
and good digestion. The death rate for par- 
tial gastrectomy for gastric ulcer should not 
exceed 5 per cent, and it is possible to oper- 
ate upon a large series of patients with gas- 
tric ulcer with a mortality less than this. 
About go per cent of the patients show a 
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good all-round efficiency for work and are 
able to take ordinary diet without discom- 
fort or any untoward symptoms. The un- 
satisfactory results include a few cases in 
which microcytic anemia develops; this, 
however, can be speedily cured by the ad- 
ministration of ferrous salts and suitable 
food. Some 3 per cent of the patients de- 
velop cancer in the remaining portion of 
the stomach. The incidence ar 3 stomach ul- 
ceration is less than 1 per cent. 

3. The technic of the operation greatly 
simplifies the removal of the ulcer. On the 
other hand, it is well known that V-excision 
presents many difficulties. The remaining 
aperture is not easy to close and the sutur- 
ing produces some distortion of the stom- 
ach which interferes with its functional ca- 
pacity. This, however, is in part overcome 
by the added short-circuiting procedure. 

4. Partial gastrectomy is accepted by the 
majority of surgeons as being the most suc- 
cessful undertaking in gastric ulcer cases. 

Although partial gastric resection is con- 
sidered to be the best procedure for gastric 
ulcer, there is considerable divergence of 
opinion as to whether better results follow 
the Billroth I methods of repair or the 
Polya types of operation. On physiologic 
grounds it would seem immaterial whether 
after an adequate gastric excision the cut 
end of the stomach is joined to the duo- 
denum or to a loop of proximal jejunum; 
but on practical grounds and on account of 
the smoothness of convalescence which at- 
tends the Polya method, this latter proce- 
dure is the one which I have employed with 
gratifying results for the majority of my 
cases. 


SUMMARY 


The author points out that gastric and 
duodenal ulcer are two different diseases. 
The most important difference is the possi- 
ble malignant degeneration, which occurs 
only in gastric ulcer, in about 10-20 per 
cent of patients. As there is no adequate 
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treatment for ambulatory ulcer patients, 
every case should be admitted to a hospital 
and treated medically as outlined (continu- 
ous milk-drip). The average chronic ulcer 
is healed after about three months. If there 
is no improvement after three weeks, or 
according to other indications given by the 
author, surgery is necessary. 

The author discusses the various opera- 
tions now in use for chronic gastric ulcer, 
and concludes that partial gastrectomy is 
the method of choice. It was resorted to by 
the author in 85 per cent of his cases. Satis« 
factory results were obtained in go per cent 


of them. 
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SUMARIO 


El tratamiento de pacientes con tlcera 
gastrica cronica 


FE] autor sefiala que la ulcera gastrica y la 
duodenal son enfermedades diferentes. La 
principal diferencia es la posible degenera- 
cién maligna, que ocurre en solo un 10 a 20 
por ciento de los pacientes con Uulcera gas- 
trica. Como no hay un tratamiento adecu- 
ado para pacientes ambulantes con ulcera, 
lo mejor es internarlos en hospitales y tra- 
tarlos medicamente como se sefiala (gateo 
continuo de leche). El promedio de ulceras 
crénicas se curan después de los tres meses 
aproximadamente. Si no hay mejoria des- 
pués de tres semanas o de acuerdo con otras 
indicaciones dadas por el autor, la operacién 
es necesaria. 

FE] autor discute las diferentes operaciones 
hoy en uso para la ulcera gastrica cronica y 
concluye que la gatrectomia parcial es el 
método de eleccidn, pues utilizd éste en el 
85 por ciento de sus pacientes. Los resulta- 
dos fueron satisfactorios en el go por ciento 
de ellos. 


Primary Edema of the Stomach: Edematous Gastritis 


FELIX CUNHA, M_LD., F.LCS. 
SAN FRANCISCO, CALIFORNIA 


VER one hundred years ago, in 


1830, to be exact, Beaumont made 

several pertinent observations re- 
garding changes in the gastric mucosal lin- 
ing under varying conditions. Luck had 
thrown his way the Canadian fur trapper, 
St. Martin, who had recovered from an ac- 
cidental shot through the upper abdomen, 
but with an open gastric fistula through 
which the gastric mucosa could be directly 
observed. 

Beaumont was frankly puzzled at the 
extraordinary changes which he saw take 
place in the stomach. He was amazed at the 
extensiveness of the change which took 
place, only to see this change entirely sub- 
side and the stomach wall return to normal 
in the space of a very few hours. 

Beaumont tried to make the most of his 
opportunity, no easy task as the trapper 
was much averse to being an object of ex- 
perimentation. He would disappear into the 
woods for long periods of time, but even- 
tually had to appear at some trading post 
to get rid of his catch and to get new sup- 
plies. 

Beaumont would hear of this and, in spite 
of being in the army and under the orders 
of his superiors, he would contrive to hie 
himself to the locality at which the trapper 
had been reported, and by cajoling, bribery 
or whatever means the occasion demanded 
would persuade him to allow his stomach 
to be looked into again. 

In a way Beaumont had an even better 
opportunity of viewing the stomach wall 


Presented at the International Assembly of the Inter- 
ar College of Surgeons, Mexico, D. F., August, 


than present-day gastroscopists, as his was 
direct vision and at a very close distance. 

The changes which Beaumont saw take 
place were so confusing to him that he made 
no attempt to interpret them, but merely 
reported what he saw, leaving the interpre- 
tation to others with more extensive phys- 
iologic knowledge. 

In gathering his data, he watched the in- 
terior of the stomach when empty, when 
full, and when St. Martin was on a wide 
variety of diets, a diet deliberately high in 
roughage, another entirely devoid of rough- 
age, a diet of meat alone, beef or pork or 
chicken, diets composed of only fats or 
sugars or starches, diets highly seasoned, 
diets with varying types and amounts of 
alcohol, in this latter experiment St. Martin 
being always a most cooperative collabora- 
tor. 

Beaumont recorded that after hot, spicy 
food or generous alcohol intake he saw the 
villous folds of the mucous membrane be- 
come swollen, very red and sometimes very 
dry. At times he observed deep red pim- 
ples, some of which tended to coalesce. 
Some of these pimples or reddened papular 
eruptions would become white and point- 
ed, as though with purulent material. Note 
that the same observations are being record- 
ed by present-day gastroscopists. Some- 
times the point of these papules appeared 
broken, and a small hemorrhagic or eroded 
ulcerative area took form. Similar changes 
would take place after very rapid eating, 
voracious eating, overeating of foods con- 
taining a high degree of roughage, or the 
intake of food coarsely and hurriedly masti- 
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Beaumont was tt much puzzled as to 
how it was possible for such extreme 
changes to take place in the actual tissue 
lining of the stomach, changes such as he 
could see with his naked eye, yet for the 
subject to be entirely free of any subjec- 
tive complaints. 

Fortunately or unfortunately, Beaumont 
published these observations under the title 
“Physiology of Digestion” in 1830 at Platts- 
burg, in northern New York. These obser- 
vations have never been given their proper 
evaluation except as a milestone in medical 
history. Yet Beaumont’s account did usher 
in an era wherein the physiology of disease 
was to be more seriously considered than it 
had been previously. 

Up to this date it had always been rough- 
ly conjectured that the process of digestion 
was due to the action of myriads of small 
“worms” in the stomach or took place 
mechanically, by a grinding or crushing 
process indulged in by the musculature of 
the stomach until there was no more to 
grind. Only after Beaumont had dropped 
pieces of meat, bacon fat or bread tied to a 
string through the fistula into the stomach, 
pulling them out at intervals of fifteen min- 
utes, thirty minutes and so on, to see what 
was taking place, did man really appreciate 
that the process of digestion was a chemi- 
cal one. 


DISUSE OF “GASTRITIS” DIAGNOSIS 


For the next hundred years the diagnosis 
of gastritis was to be scorned by the pro- 
fession. Fifty years ago the great Osler de- 
fined the term “gastritis” as one “used loose- 
ly to designate a variety of gastric disor- 
ders, in many of which there are no actual 
changes in the mucous membrane lining of 
the stomach. If the term is restricted to or- 
ganic disease or organic change, it is a com- 
paratively rare primary disease. Clinically 
It is not easy to draw the line between 
chronic gastritis and functional disease.” 

With such a dictum from so eminent a 
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medical authority, it is hardly to be won- 
dered that the diagnosis of “gastritis” fell 
into disuse. 

Today, with newer methods of examina- 
tion, we know that the above contention 
is not true. It is well to remember that 
Osler was essentially a student of tissue, 
particularly postmortem tissue; and since 
no tissue undergoes deterioration as rapidly 
as gastric tissue when removed from the 
body, it is not to be wondered at that Osler 
never observed any gastric tissue showing 
the changes of gastritis. 


NEW SUBCLASSIFICATION OF GASTRITIS 


Frequently the criticism is made that de- 
tailed subclassification of an entity serves 
only to produce confusion as to the disease 
entity itself. Admittedly so, but if there 
exist details in either subjective or objec- 
tive symptomatology, minor though they 
may be, that will in any way aid toward 
more accurate diagnosis, better understand- 
ing and treatment, possibly even save lives, 
then there exists justification for their elab- 
oration. The cases cited herein present ma- 
terial evidence in justification of a new sub- 
classification of gastritis. ; 

Approximately two years ago Schindler 
published a paper under the title “Gastritis 
Simulating Tumor Function,” based upon 
extensive gastroscopic observation and ex- 
perience. He presented 7 cases in which the 
changes of gastritis in the stomach simu- 
lated neoplastic infiltration. He believed 
that such cases were more frequent than 
commonly supposed, surely that they could 
hardly be rare. In some of his cases the 
microscopic section of the surgically re- 
moved involved portion of the stomach 
showed as a predominant feature cellular 
infiltration and edema of the mucosa, the 
submucosa and in some cases the muscularis. 

Special emphasis should be laid upon the 
above microscopic description and nota- 
tion made as to wherein it differs from the 
description, of the hypertrophic type of 


CoMPARATIVE CHANGES IN Mucous MEMBRANE PATTERN oF Four Gastric 


1. Normal gastric mucous membrane. 2. Atrophic gastritis. 


3. Ilypertrophic gastritis. 4. Edematous gastritis. 
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Fig. 1. Edematous gastritis, showing (a) moderate 
cellular infiltration; (b) practical absence of sub- 
mucosal infiltration; (c) muscularis layer free of in- 
filtration. (Compare with illustrations of hypertrophic 


type.) 


gastritis, in which there is greater tissue 
change, greater infiltration not only of 
cellular elements but of actual connective 
tissue, more frequently than not involving 
all of the layers to an extensive degree. 

That there is a distinction between the 
two entities is easily seen if microscopic 
sections of the two are placed side by side 
and examined. (See color plates and Figs. 
1-5.) A higher, more extensive degree of 
cellular infiltration occurs in hypertrophic 
gastritis, with marked interstitial connective 
tissue infiltration. In simple edema of the 
stomach mucosa no connective tissue infil- 
tration is seen at ail, but a displacement of 
individual cells and collections of cells by 
fluid serum. 

Whether edema is the forerunner or an 
earlier stage of the hypertrophic change is 
impossible of proof positive, and is beside 
the point here. To be stressed is the fact 
that the amount of edema change encoun- 
tered is sufficient to produce gross change 


Fig. 2. Edematous gastritis, showing moderate cellu- 
lar infiltration. (Compare with illustrations of hyper- 
trophic type.) 


in the radiographic stomach appearance. 

Going back to Beaumont’s classical ob- 
servations, we find him describing the acute 
transitory picture of just such a condition, 
though he recorded it as disappearing in a 
few hours. Let us suppose, however, that 
the etiologic factor, possibly some irritant, 
has not been removed, and that the mucosal 
wall is being subjected to a continuous 
repetition of irritation. Is it not warranted 
to assume that the change so produced may 
persist over a greater period of time, not 
subside quickly, as Beaumont saw it do, but 
remain fixed or progress for some time? 

That would account for the picture of a 
primary edema of the stomach, an edemat- 
ous gastritis, as it could be called. This 
differs essentially from hypertrophic gastri- 
tis in that no actual hypertrophy of any of 
the tissue is present. Microscopically, there 
exists no infiltration of cellular elements on 
the scale seen in the latter, and never any 
infiltration of connective tissue. 


— 
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Fig. 3. Edematous gastritis, showing submucosal 
and muscularis layer entirely devoid of infiltration. 


Possibly this change in the stomach is a 
very early phase in the development of a 
more extensive pathologic change, and a 
certain element of pure luck as to the time 
of observation enters into the picture. Ex- 
perience with the admittedly few cases in 
this series would not, however, substantiate 
this supposition. 

French observers particularly have for 
the past several years been calling attention 
to varying degrees of edema which may oc- 
cur in the gastric mucous membrane and 
to the pseudo-defects often seen roent- 
genologically in such cases. 

Much has been written in scientific jour- 
nals regarding the hypertrophic type of 
change simulating neoplasm and neoplastic 
types of gastritis, or rather neoplastic-ap- 
pearing types of gastritis. If there is any 
single feature which this paper desires to 
stress, it is that the picture here described 


is not one of hypertrophy. In those cases 
in which an error in diagnosis brought the 
patient to surgery, in the days when we 
were not so acutely aware of the condition 
and therefore not on the lookout for it, 
microscopic examination never showed the 
least evidence of hypertrophic change or 
of great cellular infiltration. 


ETIOLOGY 


The etiology of this type of gastritis is, 
of course, speculative. One would like to 
say that such factors as continuous over- 
eating, particularly of highly seasoned 
foods, or hasty swallowing without thor- 
ough mastication of food, or the continuous 
use of highly seasoned foods, or an alco- 
holic bout or any of the many factors ad- 
vanced as causative irritants in the produc- 
tion of gastritis were present in this or that 
case. Unfortunately, although the number 
of cases observed is admittedly small, none 
of the above factors were found. Etiology 
therefore remains purely speculative. 


SYMPTOMATOLOGY 


Pain seemed to be a rather prominent 
symptom, common to all of the cases seen. 
This pain was in the high midepigastric 
area, was not affected in any way by food 
intake, but was continuous and described 
by the patients as boring in type. 

Pyrosis was not particularly prominent, 
and where present, occurred only inciden- 
tally and not regularly or regularly post- 
prandial. 

Rather, an indefinite train of symptoms 
was complained of, such as a feeling of 
heaviness in the epigastrium, distention aft- 
er food intake and some belching of gas. In 
none of the cases was there either nausea or 
vomiting or regurgitation of food or acid 
regurgitation. 

Drastic weight loss was present in all the’ 
cases, but here we make an interesting ob- 
servation. Careful history-taking will 
bring out the fact that the weight loss is 
not due to the stomach changes present but 


AN 
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is brought about by such factors as a fear 
of food intake because of the possible dis- 
tress it may produce (all patients seem to 
feel better with the stomach empty), the 
daily calory intake thus becoming so re- 
stricted that weight loss inevitably takes 
place. One of the patients, who had lost 
forty pounds in three months, had pre- 
scribed for himself a daily diet of broth 
and soup alone, no other type of food be- 
ing taken. Yet in the decision arrived at 
by several staff consultants that this patient 
should be operated upon, the loss of weight 
was drastically overstressed and the factors 
bringing about this weight loss completely 
overlooked. 

Another objective symptom which it is 
important to observe is that, despite diet 
curtailment and the size of the lesion, sup- 
posedly malignant, body nutrition is sus- 
piciously well maintained, despite weight 
loss. The patients strike one as looking en- 


Fig. 4. Hypertrophic gastritis, showing (a) mod- 
erate infiltration of mucosa; (b) practically no infil- 
tration of submucosa. 


tirely too well to possess a malignant lesion 
such as appears present on roentgenograms. 


EXAMINATION 


It is indeed unfortunate that in many 
places gastric analysis has fallen into dis- 


Fig. 5. Hypertrophic gastritis, showing (a) cellular 
infiltration of mucosa; ) increase in size of in- 
dividual glandular cells; (c) engorgement of capillary 
vessels; (d) cellular infiltration of muscularis mucosa. 


use. This has come about mainly because 
a few men in the field of gastroenterology 
with rather fixed complexes for or against 
certain procedures have succeeded in im- 
planting in the younger medical mind the 
idea that gastric analysis is a procedure of 
very little value. Indiscriminate gastric 
analysis and poor interpretation of the curve 
with reference to the symptoms present is 
to be condemned, but here is one of the 
many specific instances where the proced- 
ure 1s of distinct help. 

In all of the cases observed, acid values 
slightly higher than normal were recorded, 
and in one case a definitely high acidity 
was present. This is in direct contrast to 
what one might expect in an extensive 
malignant lesion of the stomach, although 
we are all aware of the carcinomatous de- 
generations of gastric ulcers in which high 
acid values are found. 


1 
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Another signficant fact is that no gross 
or occult blood was present at any time in 
any case, 

Of no particular significance, but com- 
mon to all, was the extreme amount of 
thick, ropy mucus which was obtained 
through the tube. 

Blood analysis was significant. No lower- 
ing of the hemoglobin level beyond a mild 
drop was found in any of the cases. The 
same was true of the erythrocyte count, 
which is directly contrary to expected find- 
ings in malignancy. 


Fig. 6. Edematous gastritis, showing roentgen ray 
appearance of the pyloric region. 


Repeated examinations of stools follow- 
ing meat-free diets were negative, again 
contrary to the expected findings were a 
true malignancy present. 

The roentgen ray findings are best de- 
scribed by the accompanying figures (Figs. 
6-9), with some comment on the fluoro- 
scopic appearance. Most significant is the 
fact that the peristaltic wave did not stop 
at the demarcation line of the lesion but 
actively continued over the lesion area; 
although admittedly alternated, it was still 
present. Again this observation is contrary 
to what one would expect in malignancy. 


REPORTS IN THE LITERATURE 
In a recent publication Ruffin, of Duke 


University Medical School, reports that of 
a total of 543 patients gastroscoped 60 
showed hemorrhagic or pigment spots in 
the gastric mucosa. 

Schindler has described small purpuric 
spots in the gastric mucosa, usually occur- 
ring in numbers, but at times isolated, each 
spot entirely surrounded by a brighter red 
ring. He gave to these the term “localized 
gastric purpura.” 

The above two observations are valuable, 
and if we can accept the contention that 
they may occur so extensively that they are 
able to change the roentgenologic picture 
of the stomach in such a way that malig- 
nant neoplasm is simulated, then we prob- 
ably have the histopathology of edematous 
gastritis, let us say possibly the first phase. 

Ruffin makes the very just criticism that 
little effort has been made to define ac- 
curately a normal gastric mucosa, and that 
there exists an overenthusiasm to assign to 
very slight mucous membrane changes an 
impressive diagnosis, but one whose correct- 
ness can be questioned. That is very sound 
reasoning. When the edematous and possi- 
bly coexisting hemorrhagic changes are of 
such an extent that they produce definite 
roentgenologic change in the stomach shad- 
ow outline, then such cases do not fall into 
the above category. . 

Several French writers have called atten- 
tion to this edematous gastritis and its roent- 
genologic simulation of neoplastic infiltra- 
tion, most often in articles entitled “Errors 
in Radiology.” They too stress the fact 
that if one was aware that such a condition 
does exist, there are usually varying ob- 
jective findings which, if correctly evalu- 
ated or correlated, would save an occasion- 
al patient the risk of an unnecessary opera- 
tion. Gutman and associates in Paris cite 2 
such cases in which surgical intervention 
took place, and in which only those changes 
associated with edema were found. Bene- 
fiting by this experience, they withheld op- 
eration in two later cases and instituted 
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medical treatment. Later radiologic exam- 
ination of the stomach showed the involved 
area to be entirely normal in appearance. 


GASTROSCOPIC STUDIES 


It is quite possible that at our clinic we 
may be a bit prejudiced against too fre- 
quent gastroscopic examination. That atti- 
tude may have come about because of the 
paucity of valuable information obtained 
in our early examinations. Now one of our 
staff members has had the benefit of per- 
sonal instruction by Schindler and we are 
hoping for better studies. 

Overshadowing everything else has been 
the knowledge that it is possible to avoid 
subjecting a patient to an unnecessary op- 
eration, with its attendant risks, if we keep 
in the back of our minds the existence of 
such an entity as described here. 

The amount of material available to us 
for gastroscopic study was admittedly too 
small to form the basis for any conclusions, 
only uninterpreted observations will be 
made here. 

The gastroscopic appearance of the mu- 
cous membrane is velvety, swollen and of a 
highly increased hyperemic red, consider- 
ably above normal. No open break in the 
mucous membrane is noted. There are no 
erosions or open hemorrhagic spots, but 
minute petechial submucosal spots, single 
and multiple, have been seen. As the same 
type of spots has been observed in many 
other forms of so-called gastritis change, 
their true significance is not definite. The 
tremendous amount of thick, ropy mucus 
found in the stomach seems oversignificant 
and in no way helps the gastroscopist to 
maintain his field of vision clear. 

Unfortunately, in these few cases the 
stomach was not over-inflated with air to 
watch the effect upon the mucous mem- 
brane folds. Neither was atropine given 
during the examination for similar purpose. 


DIFFERENTIAL DIAGNOSIS 
Those lesions which might more com- 


monly simulate this entity are the follow- 
ing: 

1. Carcinoma of the pylorus. 

2. Hypertrophic antral gastritis. 

3. Syphilis of the stomach. 

4. Linitis plastica. 

5. Lymphoblastoma. 

It would seem that the group of objec- 


tive findings used in excluding one of the 
above might be applied to all, namely: 


1. The well-maintained body nutrition, 
despite drastic weight loss. 


Fig. 7. Edematous gastritis, showing roentgen ray 
appearance of the pyloric region. : 


2. The disproportion between the pa- 
tient’s generally good condition and the 
extent of gastric involvement as shown by 
radiography. 

3. The absence of any suggestion of 
cachexia. A fairly normal hemoglobin level 
and only slight, if any, diminution in the 
erythrocyte count. 

4..The presence of free hydrochloric 
acid in the gastric content in normal or 
nearly normal amount. The absence of oc- 
cult blood in the gastric content. 
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Fig. 8. Hypertrophic gastritis, showing typical ° 


Kirklin sign. 


5. Absence of occult blood in the stool 
despite repeated careful examination, in 
contrast to the extent of the lesion. 

6. The presence of the peristaltic wave 
of the musculature over the area instead of 
abruptly stopping at the border, as in ma- 
lignancy. 

7. The free mobility of the stomach in 
this area, in contrast with what we would 
expect—rigidity and fixation. 


The ‘absence of positive serologic find- 
ings in the blood for syphilis would be in- 
conclusive in any case, therefore it is only 
mentioned here. 

Roentgenograms comparing the appear- 
ance of the lesion as encountered in this 
entity with the changes found in true hy- 
pertrophic gastritis perhaps best illustrate 
the essential differences of the two condi- 
tions. 

Two important facts were elicited by 
fluoroscopic examination. First, the peristal- 
tic wave course, although possibly attenu- 
ated in depth, does pass on over the area, 


Fig. 9. Hypertrophic gastritis, showing roentgen 
ray appearance of the pyloric region. 


contrary to the findings in a truly malig- 
nant lesion. Secondly, the free mobility of 
the antrum of the stomach and its involved 
area, when manipulated by the hand, al- 
though occurring in some early cases of 
carcinoma, is an observation not to be pass- 


ed over lightly. 


It is curious that in none of our cases 
was any obstruction of the pylorus present 
or any secondary dilatation of the stomach, 
though the mechanical factors present are 
exactly the same as in other conditions 
which do produce such findings. 


Our attention was first called to this type 
of case some years ago in Finsterer’s Clinic 
in Vienna. A patient came to operation 
with a diagnosis of carcinoma of the an- 
trum, based, as it proved afterwards, en- 
tirely upon roentgen ray examination. Ex- 
ploratory opening of the abdomen revealed 
a curious type of lesion—not the hard, un- 
yielding rigidity of a scirrhous lesion and 
not the extensive, soft, infiltrative feeling 
of an adenocarcinoma. Resection was done, 


ie, 
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no glandular involvement was found, and 
the specimen was sent to laboratory. The 
caliber of pathologic examination available 
at that time in Vienna is familiar to all— 
beyond comparison anywhere else. The re- 
port returned was that there was no evi- 
dence of malignancy, only a minimal 
amount of tissue infiltration as compared 
to the size of the lesion, a definite swelling 
or edema of the individual cells plus a 
dilatation and engorgement of all the blood 
vessels in the area, both arterial and venous, 
and some degree of extravasation of red 
blood cells into the interstitial spaces. 

This same description applies word for 
word to the tissue resected from two of our 
own cases. It is reasonable to speculate 
whether the change described here may not 
be a stage or phase in the development of 
more extensive pathologic change. Kon- 
jetsny of Paris is of this opinion. Yet the 
rapid response to therapy and the quick 
reversal of the radiologic picture to normal 
would not substantiate such a possibility. 


SUMMARY 


There exists a lesion of the pylorus simu- 
lating a neoplastic infiltration: radiographi- 
cally, but which on detailed study can be 
demonstrated to be only a state of edema 
of the gastric mucosa. Familiarity with this 
clinical syndrome i is an aid in accurate dif- 
ferential diagnosis, and in a rare case may 
prevent exposing a patient to an unneces- 


sary operation. It is suggested that this syn- 
drome be called “primary edema of the 
stomach, or edematous gastritis.” 

Those features which differentiate this 
condition from the many lesions it may 
simulate are described, in order that a final 
correct diagnosis may be arrived at by the 
method of elimination. Treatment is not 
stressed, as it is desired to present the 
syndrome from the standpoint of diagnosis. 


SUMARIO 
Edema primario del estémago; 
gastritis edematosa 


Existe una lesién del piloro, que radio- 
logicamente simula una infiltracién neoplas- 
tica, pero que estudiada en detalle puede 
demostrar que solamente se trata de un es- 
tado edematosa de la mucosa gastrica. Famil- 
iarizandose con este sindrome clinico es de 
una gran ayuda para hacer el diagnéstico 
diferencial y en casos raros puede evitar una 
operacion inutil. Para un mejor entendimi- 
ento se sugiere que este sindrome sea llama- 
do. “Edema primario del est6mago” 6 “gas- 
tritis edematosa.”” 

Se describen los diferentes estados pato- 
logicos que pueden simular este sindrome y 
se indica que el diagndstico correcto en 
muchas ocasiones se hace por el método de 
eliminacién. F] tratamiento no se describe, 
pues el objeto de esta publicacion es dar a 
conocer el sindrome desde el punto de vista 
del diagnostico. 
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Recent Achievements in Surgery of the Esophagus 


RUDOLF NISSEN, M.D., F.LCS. 
NEW YORK CITY 


IVERTICULUM, esophagospasm, 
cardiospasm and cancer in the 
esophagus are all amenable to sur- 

gical treatment. 


DIVERTICULA 


Diverticula of the cervical portion of the 
esophagus can be operated upon with rela- 
tively little danger. Even when they ex- 
tend into the mediastinum, their delivery 
through a cervical incision is comparatively 
easy. Diverticula of the midesophagus 
(traction diverticula) never become very 
large, and usually produce only mild symp- 
toms. Surgical treatment is therefore not 
indicated, chiefly because of the danger of 
intervention. 

The situation, however, is entirely differ- 
ent if the diverticulum has perforated into 
the bronchial tree. This complication (as 
observed by us in 5 cases) begins in a rela- 
tively mild fashion. 

There are at first symptoms of a lung 
abscess, as in the initial stages of this com- 
plication the communication between 
esophagus and bronchus is quite small. Lat- 
er, when the opening has become larger, 
concrete particles of food enter the bron- 
chus and are expectorated. It is at this point 
that the diagnosis is usually made. Roent- 
genograms show a very impressive picture, 
simulating the familiar appearance of per- 
foration by malignancy into the bronchus. 
In this condition operative treatment is 
imperative. 


Summary of a paper presented at the International 
Assembly of_the International College of Surgeons, 
Mexico, D, F., August, 1941, 


CARDIOSPASM 


Diverticula of the lower end of the 
esophagus (epiphrenal diverticula) are 
often the consequence of a severe degree 
of cardiospasm. Treatment of cardiospasm 
alleviates the symptoms of the diverticulum. 
In other cases, if the diverticulum is fairly 
large, anastomosis between the diverticulum 
sac and the stomach or esophagogastrosto- 
my is indicated. 

The conservative treatment (psychother- 
apy, administration of antispasmodica) of 
cardiospasm is successful in but a few cases. 
Most cases require mechanical treatment. 

The dilatation of the cardia with Starck’s 


_bougies gives excellent results. The dilata- 


tion must be done quickly and with a cer- 
tain violence, and should be repeated at 
least once a year. In the few refractory 
cases an esophagogastrostomy is highly 
successful. The mortality rate from the op- 
eration is low. 

Advanced cardiospasm is always accom- 
panied by remarkable enlargement of the 
esophagus. The secondary megaesophagus 
should be differentiated from the primary 
megaesophagus, which is a congenital mal- 
formation. 

Dilatation of the cardia may be suitable 
even in primary megaesophagus, although 
cardiospasm is absent. Since the food is 
moved chiefly by force of gravity, a wide- 
open cardia may be helpful. Repeated lav- 
age of the esophagus is indicated, even a 
gastrostomy, in order to immobilize the 
esophagus for a certain time. Any other 
operation is to be avoided. Since patients 
with primary megaesophagus have irritable 
hearts, the mortality rate in major opera- 
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tions is high and the end results poor. 

Symptoms of cardiospasm are often 
found in diaphragmatic hernia. In these 
cases the interruption of the phrenic nerve 
is justified, especially in elderly people. Oc- 
casionally paralysis of the diaphragm may 
improve the faulty relation of esophagus 
and stomach: If it fails to do so, the radical 
operation is indicated. The operation is not 
dangerous; the end results are fairly good. 

The correction of hiatus hernia by oper- 
ation is of doubtful value. There is a great 
disparity between clinical and roentgen 
ray findings. Enlargement of the esopha- 
geal hiatus may indeed pave the way for 
the herniation of the stomach fundus. But 
in our experience this condition is rarely 
met with. When present, it is highly ques- 
tionable whether such symptoms as tachy- 
cardia and attacks of angina pectoris are re- 
lated to it, as some authors maintain. Our 
experience with the surgical treatment of 
these hiatus hernias has not been encourag- 
ing. The symptoms did not disappear. It 
should be remembered that there is still 
much uncertainty concerning the problem 
of the hiatus hernia, even in the question of 
frequency. It seems quite possible that the 
large number of cases reported is due to 
confusion of hiatus hernia with a tempora- 
ry enlargement of the lower esophagus. 


CANCER OF THE ESOPHAGUS 


Cancer of the thoracic esophagus is the- 
oretically subject to surgical removal, since 
metastases usually appear late; moreover, 
the patient usually comes to the doctor’s 
office comparatively early because of his 
difficulties in swallowing. Practically, how- 
ever, the anatomical inaccessibility of can- 
cer of the esophagus has for a long time de- 
feated surgical attack. The number of fail- 
ures reported comprises several hundred, 
as against a very small number of positive 
results. A survey. of successful cases cover- 
ing the years 1913-1940 shows that up to 
1931 only 5 cases had definitely survived 


the operation. The progress made since 
then is due to the elaboration of methods 
that vary according to the position of the 
tumor. 

The ideal solution of the surgical prob- 
lem would be immediate reconstruction of 
the lumen after the resection. Experience 
shows that this solution is practicable only 
in cancer of the cardia or of the esophageal 
hiatus. The larger the stomach, the longer 
the portion of the esophagus that can be re- 
placed. 

For esophageal cancer in a higher posi- 
tion, between the jugulum and the lower 
border of the middle third, immediate re- 
union following resection of the tumor is 
impracticable because the esophagus is not 
elastic, so that the ends cannot be drawn 
together after resection. Moreover, there is 
no serous membrane to protect the sutures. 
Even if we close the ends of the esophagus 
after resection, the stumps will often open 
spontaneously. 


In view of the susceptibility of the me- 
diastinum to infection, it is far better to 
take the rest of the esophagus out of the 
mediastinum. 

There will then remain the construction 
of an artificial esophagus, a crucial point in 
the whole matter. It requires much patience, 
on the part of the patient as well as of 
the doctor, to achieve this plastic result. 
Most such patients should resign themselves 
to a permanent gastrostomy, alleviated by 
the introduction of the rubber tube into the 
neck portion of the esophagus lumen, thus 
permitting the act of swallowing. This con- 
dition is evidently not so intolerable as a 
simple gastrostomy. 

The outlook for surgical treatment of 
cancer has changed strikingly of late. Ac- 
cording to a survey which covers a period 
of twenty-seven years, more than half of 
all successful operations have been per- 
formed within the last two years. The final 
results, of course, cannot as yet be evalu- 
ated. As far as indicated by the few cases 
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from earlier periods, it seems that most of 
these growths are comparatively benign. 


SUMMARY. 


The author discusses the various patho- 
logic conditions of the esophagus and their 
accessibility to treatment. In diverticula, 
surgery is necessary if these are situated at 
the lower end of the esophagus, or if they 
are perforated. In cardiospasm both mechan- 
ical and surgical measures give good results. 
In primary megaesophagus any form of 
major operation is to be avoided. The re- 
sults of radical operation in diaphragmatic 
hernia are fairly good, while those in hiatus 
hernia are not encouraging. Because of an- 


atomic inaccessibility, the results of surgery 


in cancer of the esophagus have been very 
poor, although recently there has been a 
marked improvement due to more elaborate 
surgical methods. 


SUMARIO 
Recientes adquisiciones en la cirujia 
del esdfago 

El autor discute los diferentes estados pa- 
tolégicos del esofago y su accesibilidad al 
tratamiento. En los diverticulos, la opera- 
cién se hace necesaria si estos se encuentran 
en la parte inferior de esdfago 6 si estan per- 
forados. En las estenosis del cardias, tanto el 
tratamiento mecanico como el quirurgico 
dan muy buenos resultados. En el megaesé- 
fago primario se debe evitar cualquier forma 
de operacién grande. Los resultados de la 
operacion radical de la hernia diafragmatica 
son mas 0 menos buenos, mientras que los 
del hiato de la hernia no son favorables. Los 
resultados de la cirugia del cancer del es0- 
fago, por su inaccesibilidad anatémica, han 
sido muy malos, aun cuando recientemente 
ha habido un marcado ade lanto debido a 

los métodos quirirgicos mas minuciosos. 


DUES EXEMPTION FOR THOSE ENGAGED IN 
ACTIVE MILITARY SERVICE 


At the meeting of the United States Chapter of the 
International College of Surgeons held in Chicago on March 
30, 1941, it was unanimously agreed by the Executive Coun- 


cil that Associate Members, Members and Fellows of the 


International College of Surgeons are exempt from payment 


of dues during the period of active military service. 
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Treatment of Fibroid Tumors of the Uterus 


ERNESTO R. DE ARAGON, MLD., F.A.CS.,F.LCS. 
HAVANA, CUBA 


EFORE advancing my opinion as to 
the relative merits of supracervical 
hysterectomy and total hysterecto- 

my as the procedure to be employed in 
nonmalignant affections of the uterus, I 
have reviewed my clinical records of the 
last ten years, in order that my judgment 
may be based on statistical evidence rather 
than the natural errors of purely mental 
processes. The lapse of time since these pa- 
tients were treated should, I believe, con- 
tribute notably to a decision on the ad- 
vantages of the two methods. 


In a great number of the patients we dis- 
covered the presence of a fibroid tumor 
during routine examination for genital or 
extragenital symptoms not related to their 
actual fibromatous condition. Particular- 
ly interesting should be a rather large 
series of cases in which no operative pro- 
cedure whatever was carried out, some pa- 
tients receiving medical, that is to say opo- 
therapic, treatment, others not being treat- 
ed at all on account of lack of symptoms. 
In 10 cases, representing 1.58 per cent of 
the total, the patients did not receive any 


Taste 1.—Race AND Steritity Data (N=6,249) 


Fibromas Fibromas 
Description No. Per Cent Description No Per Cent 


Because it is easier to keep in touch with 
private patients, whose postoperative treat- 
ment and clinical records are under my 
personal supervision, I have excluded from 
this series my hospital material, which, 
though far more extensive, would have 
been difficult to tabulate correctly. I pre- 
sent here, then, findings from private cases 
treated between January, 1930, and De- 
cember, 1940. 

A study of 6,249 clinical records of pa- 
tients consulting me in that period showed 
that 631, i.e., 10.1 per cent, suffered from 
fibroma of the uterus. 


Presented at the International Assembly of the Inter- 


i College of Surgeons, Mexico, D. F., August, 
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treatment whatsoever. Only 2 of these re- 
quired surgical treatment, six and eight 
years respectively, after the first explora- 
tion. 


FERTILITY AND OBSTETRIC DATA 


In Table 1 we study the race and sterility 
records of these patients. At first sight we 
are struck by the enormous disproportion 
of the incidence of fibromas in white wom- 
en; however, this is only apparent, as my 
private clients belong almost exclusively to 
the white race. On the contrary, records 
from the hospital (University Hospital 
Calixto Garcia, Maternity Department 
América Arias), visited by women of all 
races, show a higher frequency of fibro- 
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Tasie 2.—Osstetric Data (N=179) 


Condition No. Per Cent Condition No. Per Cent 
cau 31 4.91 Premature deliveries............... 18 2.85 
25 3.96 Miscarriages, no births............. 30 4.75 
More than 3 deliveries.............. 52 8.24 96 15.21 


mata among the black races; this condition 
is exceedingly rare in the yellow race and 
among yellow half breeds. 

Of these 631 fibromatous women, 30, i.e., 
4-75 per cent, were virgins, 452 (71.63 per 
cent) were sterile; 179 (28.37 per cent) 
became fecundated. 

Table 2, containing the obstetric records 
of the 179 fertile women, shows the inter- 
esting fact that 31 (4.91 per cent) had had 
a single delivery, while 52 (8.24 per cent) 
had had more than three, and some of them 
a great many. This is explained by the loca- 
tion and type of the tumor. In every case, 
tumors of the fundus not forming before 
presentation did not provoke dystocia in 
the moment of delivery. A good blood sup- 
ply prevented degenerative changes during 
pregnancy, except in 2 cases, which we 
shall study in detail. 


CASE REPORTS 


Case 1.—M. N., an 18-year-old primiparous woman, 
consulted me in the third month of pregnancy. As she 
presented evident signs of degenerative hypertrophic 
fibromatosis of the uterus with multiple nodules, we 
performed a myomectomy of two fibroids of the sub- 
serosa and five of the interstitial layers; their size 
varied from that of a corn grain to that of an orange. 
This patient not only bore a child on term, but has 
had two more children, delivered by Dr. F. R. Car- 
taya, one of our most prominent obstetricians. 


Case 2.—E. C. de P., a multiparous woman, was 
found on examination to be eight months pregnant, 


with a fibroma of the subserosa fundi, which was 
slightly tender on abdominal palpation. The fetus was 
in cephalic presentation, with its back to the right. 
Two days later I received an urgent call. The patient 
had severe abdominal pain, increasing on palpation 
above the fibroma. Her temperature was 37.8 C.; 
pulse 110. There was light muscular defense and some 
respiratory distress. Hemogram: hyperleukocytosis 
of 17,500 white cells with 78 per cent neutrophils. On 
the grounds of my diagnosis of fibromatous degenera- 
tion, I advised urgent laparotomy for extirpation of 
the fibroma and subsequent cesarean operation. How- 
ever, finding necrobiosis of a subserous fibroma, to 
which the omentum adhered in continuous defense, 
surrounded by some false membranes, I performed 
only a simple myomectomy, lest the circulatory trou- 
bles might interfere with the cicatrization of the hys- 
terectomy if terminated by a cesarean section. The pa- 
tient had an uneventful postoperative period ; however, 
we could not prevent a premature delivery (eighth 
month) on the seventh day after operation. The child 
weighed 7 pounds and cried at birth. 


I wish to call attention here to a fact in- 
teresting from the viewpoint of social 
medicine. While there have been 45 (7.15 
per cent) of spontaneous miscarriages 
among our patients, the number of artificial 
abortions amounted to 96, or 15.21 per cent. 

Table 3 refers to the age of the patients. 
It is of little importance, particularly as it 
does not point out the age at the appear- 
ance of the fibroid, but at the time when 
the patient first came under my observa- 
tion. However, I intend to use this material 
in a further investigation establishing the 
age at which malign degeneration of fibro- 
mata is most frequent. 


3.—AceE or Patients (N=631) 


Age No Per Cent Age No. Per Cent 
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Tasie 4.—LocaTIon AND DEGENERATION OF FIBROMAS 


Description No. Per Cent Description No. Per Cent 
141 22.34 Calcareous degeneration............ 12 1.90 
Precancerous condition of the cervix 10 1.58 2 0.32 
DEGENERATION tients who were bearers of degenerative 


Table 4 shows first the location of the 
uterine fibroid, in accordance with the 
classical, but primitive, classification of sub- 
mucous, subserous and interstitial fibro- 
mata. As may be seen, 141 (22.34 per cent) 
of our 631 cases were of the submucous, 
167 (26.47 per cent) of the subserous and 
323 (51.19 per cent) of the interstitial va- 
riety. Frequently fibromatous nodules were 
observed in two or three different loca- 
tions; these were classed according to the 
location of the largest tumor. For reasons 
of therapy we attribute great value to the 


changes when seen by us for the first time. 

As may be inferred, we have not had a 
single case of suppuration among these 
complications. 

We feel that precancerous condition of 
the cervix, representing 1.58 per cent of 
our cases, is a subject deserving of special 
explanation. We include here that type of 
cervical hypertrophy which may sometimes 
not reach the stage of champagne bottle 
stopper, accompanied with cervicitis of 


long standing, ectropion of the mucosa, 


dissemination of Naboth eggs, which bleeds 
at the slightest touch of the hand or specu- 


Tasie 5.—RELATION OF FiproMas To OrHeR Arrections (N=631) 


Complications No. Per Cent Complications No. Per Cent 


diagnosis of the site of the tumor. This ap- 
plies to surgical indication, where abdomi- 
nal or vaginal myomectomy must be de- 
cided on; also to physiotherapeutic means 
of treatment, as we feel that such treatment 
is absolutely contraindicated in submucous 
fibromata, and even in the subserous variety 
with a very small pedicle. 

Table 4 also refers to fibromatous de- 
generation, revealing that malign degenera- 
tion was present in only 3.17 per cent of our 
cases. Under malign degeneration we 
grouped the sarcomatous as well as the 
epithelial type. Figures refer to those pa- 


lum, and where small, hard nodules not 
identical with retentive cysts may be pal- 
pated, Schiller’s test proving negative. In 
2 of these patients on whom we performed 
a total hysterectomy, our pathologist, Dr. 
Pedro Leon, found in the cervical sections, 
at some distance from the periphery of the 
cervix, a group of atypical epithelial cells 
of irregular growth, permitting him to diag- 
nose an epithelioma. 

Table 5 gives first the coincidence of fi- 
broids with other affections. We wish to 
call attention to the relative frequency of 
adnexitis, present in 4.44 per cent of our 
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TABLE 6.—TyPE oF TREATMENT 


Treatment No. Per Cent Treatment No. Per Cent 
Total abdominal hysterectomy...... 98 15.93 Cesarean operation and subtotal hys- 
Subtotal hysterectomy.............. 201 31.85 terectomy 0.16 
Vaginal hysterectomy............... 27 4.28 Deep 97. 15.37 
Abdominal myomectomy............ 55 8.72 Radium therapy..........-..+eesee: 6 0.95 
Vaginal myomectomy.............. 28 4.44 Medical treatment: 75 11.89 
Cesarean section and myomectomy... 1 0.16 

subsequent supracervical hysterectomy, per- 


cases; and of syphilis, which was found in 
63 patients, or 9.98 per cent. In spite of the 
endeavors in recent literature to establish 
a causal relation between syphilis and fibro- 
ma, this figure in our statistics is far less 
than the statistical percentage of syphilitic 
women visiting our hospitals. For instance, 
the number of syphilitic women registered 
at the América Arias Maternity Depart- 
ment fluctuates between 12 and 15 per 
cent (Dr. J. Pina). 

Nine cases of pregnancy were affected 
by fibromas, a number corresponding to 
1.43 per cent of our patients. This value is 
much higher than those reported by Brin- 
deau and Pinard, who give only 0.7 and 
o.8 per cent respectively. 

Having already mentioned a case of 
hypertrophic degeneration of multiple fi- 
bromata in the course of pregnancy, success- 
fully treated by abdominal myomectomy, 
we wish to refer now to 2 interesting clini- 
cal records. 


CASE REPORTS 


Case 3.—C. D. de M., a primipara, 32 years old, 
consulted me on October 7, 1937. She had been ad- 
vised to interrupt her pregnancy of eight weeks’ stand- 
ing on account of a fibroid of the uterus with multiple 
nodules. A positive Friedman test had been made by 
another physician; our exploration confirmed the diag- 
nosis of fibromatosis. However, contrary to the advice 
of interrupting pregnancy, and in view of the risk of 
having to perform an ulterior hysterectomy after such 
interruption, I counseled strict surveyance of the 
fibroma, hoping to prolong pregnancy up to the period 
of viability of the fetus. In case of degeneration, sur- 
gery would be necessary during pregnancy, as in a 
great many cases. 

This pregnancy proceeded normally. At term, be- 
fore the beginning of labor, a classical cesarean, with 


formed. A live fetus, weighing 7 pounds, 12 ounces, 
was obtained. The surgical specimen presented five 
interstitial fibroids, a small submucous fibroma and 
more than seven fibromata of the subserosa. The 
postoperative course was quite uneventful, only a 
blood transfusion of 500 cc. being necessary immedi- 
ately after operation. The patient left the hospital on 
the tenth postoperative day, with her child in the best 
of health. The mutilating procedure of hysterectomy 
was carried out once the patient had borne her child. 


Case 4.—M. P. de LL., primiparous, 30 years of 
age, consulted me on April 30, 1938. She had had her 
last menstruation on February 18. Upon routine ex- 
ploration, I diagnosed pregnancy and a fibroma. I 
explained to her husband, a young physician and per- 
sonal friend of mine, the necessity of surveying her 
pregnancy and taking the steps indicated. At the end 
of pregnancy, we found that an interstitial fibroma 
had formed before presentation, blocking the pelvis, 
and that another subserous fibroma of the fundus was 
palpable on the epigastrium. Before the beginning of 
the delivery, we performed a classical cesarean sec- 
tion, followed by myomectomy of both fibroids. The 
subserous fibroma of the fundus was extirpated rap- 
idly after ligating its pedicle, whereas the interstitial 
fibroma of the lower segment required a preliminary 
dissection of the bladder for its removal. The patient 
left the clinic on the tenth postoperative day, along 
with her daughter, who weighed 8 pounds at birth. 
Our management proved the usefulness of conserva- 
tive surgery, for two months later another pregnancy: 
was diagnosed. This could be carried on to term, 
when a spontaneous delivery was obtained by the nor- 
mal vaginal outlet. 


NONSURGICAL TREATMENT 


Table 6 refers to the type of treatment 
of my fibromatous patients, the main con- 
cern of the present paper. As is readily 
seen, I considered any treatment superflu- 
ous in 10 patients of my series (1.58 per 
cent). Only 2 of these subsequently re- 
quired some form of surgery, six and eight 
years respectively, after their first examina- 
tion by me. 

We agree with Boudreaux that every 
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fibroma constitutes a menace to health, but 
we are also in accordance with Vanverte, 
who holds that not every fibroma needs 
routine operation. In our series, besides the 
patients who did not receive any treatment 
at all, 75 (11.89 per cent) were treated only 
by medical procedures. Only 1 of these was 
in need of .deep radiotherapy, seven years 
after the first examination. 

In the 75 patients receiving only medical 
treatment I confined the management to 
regulation of the circulation and relief of 
pelvic congestion; that is to say, to hygienic 
measures aiming at this purpose, such as rest 
during the menstruation periods, suppres- 
sion of strenuous exercise and sexual exalta- 
tion, hypotoxic diet and stimulation of 
bowel movements. Medication, which was 
always of the opotherapic type, was lim- 
ited to the action of the hemorrhagic fac- 
tor. We employed very often a combina- 
tion of mammary with corpus luteum, 
while thyroid extract was prescribed only 
in very rare instances. 

Patients without symptomatology attrib- 
utable to the fibroid, the growth being 
discovered only on routine exploration, 
ought not to be treated surgically or with 
physiotherapy as long as the site of the tu- 
mor impedes further complications, thanks 
to an adequate blood supply, and as long 
as the size of the fibroid does not increase. 
These mutilating tumors are tolerated well, 
as they do not give rise to functional trou- 
bles or mechanical pressure symptoms. 
Operation is contraindicated not only on 
account of its mutilating effect, but also for 
its inherent dangers. Radiotherapy or radi- 
um might be equally mutilating, as far as 
the endocrine function of the ovary is con- 
cerned, if large dosages are employed. 
Small dosages, on the other hand, are harm- 
ful not only in regard to functional symp- 
tomatology, but also because stimulative of 
atypical cell growth. However, I wish to 
stress that all untreated cases were kept 
under strict surveyance and were re-ex- 


amined at least twice a year, when any in- 
crease in the size of the tumor or the ap- 
pearance of any functional troubles led to 
immediate drastic measures. 


SURGICAL TREATMENT 


Four hundred and forty-three of our 631 
patients required surgical treatment (70.21 
per cent). Of these, 303 received physical 
treatment. Ninety-seven were treated with 
deep radiotherapy and 6 with radium, total- 
ing 16.32 per cent; 75 patients (13.47 per 
cent) received medical treatment; 10 were 
not given any treatment. 

It will be noticed that in 32 instances 
(5.07 per cent) a fundus hysterectomy was 
performed, as we attributed great impor- 
tance to the apparition of the monthly 
hemorrhage obtained in this way. In 27 in- 
stances we practiced vaginal hysterectomy 
(4.28 per cent). In 201 a supravaginal 
hysterectomy was carried out. Ninety- 
eight were submitted to a total abdominal 
hysterectomy. Inclusive of the vaginal 
operations, the number of total hysterec- 
tomies was 125, as compared with 201 
supravaginal operations; that is to say, 31.85 
per cent of supravaginal hysterectomies, in 
contradistinction to 19.81 per cent of the 
total variety. 

I wish to outline here my opinion —_ 
ing the indications, advantages and disad- 
vantages of the two procedures, which 
cause so passionate a dissension among 
gynecologists. I feel that a great deal of this 
quarreling is not justified. At least, it sounds 
ridiculous to hear slogans like “total versus 
subtotal hysterectomy,” on the same plane 
as a football match—Yale versus Tulane, or 
Army versus Navy. 

Mortality in total hysterectomy has de- 
creased at the hands of expert surgeons in 
the last ten years, thanks to the marvellous 
progress in surgical technic and preopera- 
tive care of the patient; it will diminish 
even more if the hope which the sulfanila- 
mide preparations seem to hold out is real- 
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ized. However, it will always be a more 
difficult operation with a higher mortality 
rate than the supracervical procedure. Nev- 
ertheless, this does not mean that the pro- 
cedure is not open to surgeons of experi- 
ence, nor that its death rate is so different 
from that of supravaginal hysterectomy 
that it should not be practiced at all. 


In spite of all attempts to improve its 
technical deficiencies, it is liable to change 
the pelvic statics, shorten the vagina and 
produce some descent of the vaginal vault. 

We use and recommend total hysterec- 
tomy for the removal of fibroids in poly- 
parous women, for bearers of large cervical 
tears, in the presence of severe cervical in- 
fection and in patients showing the begin- 
ning of cystic degeneration. We do not 
mention the so-called precancerous condi- 
tions of the cervix, as the indication is evi- 
dent in such cases, where the procedure is 
as justified as if the cervix were already af- 
fected by epithelial degeneration. 

When total hysterectomy is indicated, 
we choose the vaginal or abdominal ap- 
proach, according to the size of the tumor, 
the mobility of the uterus and the lumen 
of the vagina. 

Therefore, we perform supravaginal hys- 
terectomy in fibroid tumors of the non- 
parous, whether virgins or not, and in 
women presenting a healthy or only slight- 
ly infected cervix. Subtotal hysterectomy is 
easy to perform, takes a shorter time and 
has, therefore, a lower mortality rate. More- 
over—and this is of the utmost importance 
for the afterlife of the operated patient— 


it does not change the pelvic statics in the 


least, keeps the vaginal roof in its place and 
preserves the full length of the vagina. 
We practice the fundus operation in 
neuropathic women in whom the condition 
of the cervix renders supravaginal hyster- 
ectomy advisable. The apparition of the 
monthly flow. not only aids their cardio- 
circulatory balance, but also exerts a bene- 
ficial psychic influence on their neuropathic 


symptoms. Furthermore, we feel that the 
conservation of the uterine fragment, on 
which the ovary acts in the menstrual cycle, 
modifies and preserves the endocrine func- 
tion of the ovary itself, particularly with 
regard to the endocrine and glandular in- 
terrelations. 

We give preference to myomectomy in 
any young woman enjoying full sexual 
activity, whose reproductive capacity we 
wish to preserve, as the conservation of the 
organ and its function should be the aim of 
any gynecologist. We employ abdominal 
or vaginal myomectomy according to the 
location and accessibility of the tumor. 


RADIOTHERAPY 


We employ and recommend deep radio- 
therapy in fibromatous women of full 
climacteric age, or in the presence of 
formal contraindications to operation. We 
are not guided by the real age of the pa- 
tient, but by the condition of the ovary, its 
functional capacity and its relation to the 
endocrine glands, particularly the thyroid. 

We consider deep radiotherapy absolute- 
ly contraindicated in the treatment of fibro- 
mata of women below the age of 45, as we 
feel that castration by irradiation provokes 
much graver ovarian troubles than the fi- 
broid itself. In such women the truly con- 
servative treatment is surgery, as it 1s con- 
fined to the fibroma itself, while the patient 
retains her hormonal balance, which is in- 
dispensable to health. 

Deep therapy is very hazardous in fibro- 
matous conditions where an occult malign 
degeneration is in its initial stage, for low 
doses will stimulate the growth of the 
malign tumor. In order to avoid the possi- 
bility of errors, we always employ uterog- 
raphy, and sometimes curettage, for diag- 
nostic purposes. 

In no other condition is strict collabora- 
tion of the radiotherapist and gynecologist 
so urgent as in the treatment of fibroid tu- 
mors, the latter always being responsible 
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TREATMENT OF FIBROID TUMORS OF THE UTERUS 


Taste 7.—Mortaity Rate OPERATIVE TREATMENT 


No. of Mortality 


No. of Mortality 


Operation Cases No. Per Cent Operation Cases No. Per Cent 
Total abdominal hysterectomy... 98 2 2.04 Vaginal myomectomy.......... 28 0 0 
Subtotal hysterectomy.......... 201 1 0.19 Hysterectomy of the fundus.... 32 0 0 
Vaginal hysterectomy.......... 27 0 0 Cesarean section and myomectomy 1 0 0 
Abdominal myomectomy........ 55 0 0 Cesarean section and hysterectomy 1 0 0 


for the indication. Every patient of mine is 
treated by Dr. Pedro Farifias, who adapts 
his therapy to my decision regarding the 
indication. Together we watch the effect 
of the treatment. 

For women of full climacteric age, we 
always employ a dosage corresponding to 
complete castration, attaining this end by 
35 per cent of a dose of skin erythema. 
In women at the limit of the menopause, we 
always recommend a dosage of temporary 
inhibition, according to the physical condi- 
tion of the patient. This dosage is usually 
administered by Dr. Farifias over the course 
of two weeks, the treatment being started 
immediately after the cessation of menstru- 
ation. The initial dose is usually very low 
and is progressively increased, up to a maxi- 
mum of 250 ra day, to accustom the patient 
to irradiation. Starting the treatment with 
high doses is liable to provoke such dis- 
turbances as nausea, aversion to food and 
asthenia. 

In most instances, irradiation is applied 
to two fields, the suprapubic and the sacral 
regions. The elements used are: 200 kv., 
constant potential, 2 mm. of copper at a 
focal distance of 50 cm. from the skin, 
using a sheet of an average value of 1.58 
mm. (Dr. Farifias). 


MORTALITY 


In Table 7 we give the mortality rates in 
the cases operated upon. Our results may 
be liable to error, as we were never allowed. 
to perform an autopsy. The opposition to 
autopsy in our hospitals is vanishing, but 


we have not been able to make any prog- 
ress in private practice. As a contribution 
to the progress of medicine we are hoping 
for legislation authorizing the performance 
of autopsies; this might perhaps be achieved 
by an appeal of the American Congress to 
those countries not yet having such legisla- 
tion. 


CASE REPORTS 


In our series of 98 total abdominal hysterectomies, 
there were 2 deaths. One, M. C., a multiparous wom- 
an, aged 52, height 5 feet, 4 inches, weight 185 pounds, 
was operated upon for a large fibroma embedded in 
the pelvis. Avertin-ether anesthesia was administered 
without incident. The operation was very difficult, on 
account of the great depth of the pelvis, the fixation 
of the tumor and the obesity of the patient; it lasted 
one hour and a quarter. When leaving the operating 
table, the patient had an arterial pressure of 105/70 
and presented manifest symptoms of shock, relieved 
by a blood transfusion of 400 cc. She died on the 
fourth day, after presenting a picture of dyspnea, ac- 
celerated pulse rate, low skin temperature and cyano- 
sis of the extremities. The electrocardiogram, which 
we cannot reproduce here on account of carelessness 
on the part of the nurses, bore undeniable evidence of 
left ventricular insufficiency. 

The other mortality following total hysterectomy 
was due to peritonitis, the patient dying on the fifth 
postoperative day, with the typical picture so distress- 
ing to the surgeon. 

Of the 201 cases treated by subtotal hysterectomy, 
there was only one death: N. F. de A., aged 42, 
multiparous. When laid on the operating table, her 
arterial pressure was 150/80; glycemia 95, urea 32 mg., 
in spite of a special diet observed several days before 
operation. The operation itself lasted thirty-two min- 
utes, without any untoward incident. Gas-ether anes- 
thesia was administered with no trouble to the anes- 
thetists; the surgeon, however, had to start his inter- 
vention handicapped by a slight contracture of the 
wall. Upon leaving the operating table, the patient had 
an arterial pressure of 155/60, a temperature of 36.8 
C., and a pulse rate of 98, this decreasing to 86 with- 
in some hours. Though peristaltic movements reap- 
peared after forty-eight hours, the patient eliminated 
only 350 cc. of very dense urine in twenty-four hours. 
In this urine there were traces of albumin and some 
granulated casts. The pulse rose to 110 and the pa- 
tient became restless. In the next seventy-two hours 
only 300 cc. of urine were eliminated, in spite of ade- 
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quate therapeutic measures. Accentuated cephalea and 
rise of the blood urea level to 56 mg. occurred never- 
theless. On the fourth postoperative day there were two 
bowel movements, the first spontaneous, the second 
produced by a purgative; however, there was no 
change in the patient’s oliguria, and on the seventh 
day she died with complete anuria, despite the use of 
proper therapy. There was no renal pain which might 
have suggested a ligature of the ureter. A functional 
kidney test previous to operation might have induced 
us to employ deep radiotherapy in this patient. 


As for postoperative complications, I 
wish to mention an interesting case of pul- 
monary embolism, developing on the third 
day after a subtotal hysterectomy. This pa- 
tient recovered completely after some days 
of the utmost distress. 

Another complication, which, though 
not producing any serious results, never- 
theless worries me, is the abscess of the sub- 
cutaneous cell tissue in the lower half of 
the wound developing in 15 of the 98 cases 
of total hysterectomy. 

We have seen only 1 case of canceriza- 
tion of the cervical stump after subtotal 
hysterectomy. This patient was not oper- 
ated upon by me. I had recommended a 
total hysterectomy for her fibromatous 
condition, as I considered her a bearer of a 
precancerous cervix. When she came again 
to my office, three months later, she had 
been treated elsewhere by a subtotal hys- 
terectomy and is now suffering from can- 


_cer of the cervical stump. 


In 2 instances I have had to remove the 
stump two to three years after subtotal 
hysterectomy, on account of persistent 
leukorrhea, in spite of previous electro- 
coagulation (Hyams). We think these were 
cases in which we had not assessed correct- 
ly the degree of cervical infection present; 
however, the ulterior removal of the cervi- 
cal stump did away with all trouble. 

We wish to point out our procedure 
with regard to complementary interven- 
tions, particularly appendectomy, whether 
prophylactic or not. We make it a rule to 
remove the appendix, in every instance, be- 
fore starting the extirpation of the fibroma, 
as it is more hazardous to handle the intes- 


tinal loops after incising the cervix. It is 
even more hazardous to handle the intesti- 
nal loops when using the vaginal approach 
in a total hysterectomy. 


CONCLUSIONS 


We feel that a study of our clinical ob- 
servations justifies the following conclu- 
sions: 

1. No strict principles can be laid down 
regarding the treatment of fibroma of the 
uterus, which must be guided by the par- 
ticular conditions of each individual case. 

2. Not every case of fibroma needs ac- 
tive treatment; however, close watching is 
required, as any fibromatosis of the uterus 
implies a menace to health. 

3. The only curative treatment of fib- 
roma is surgical intervention. 

4. Irradiation, deep radiotherapy and ra- 
dium treatment are palliative measures, as 
they tend only to reduce the size of the 
tumor, and to diminish or eliminate the 
functional disturbances produced by the 
fibroid growth. 

5. Irradiation is formally contraindicated 
in the treatment of fibromatosis of women 
who have not reached the climacteric age, 
also in patients suffering from submucous 
fibroids or the subserous variety with a small 
pedicle. 

6. The choice of surgical treatment for 
fibromata must be guided by eclectic 
criteria in accordance with the condition 
of the individual patient. 

7. The gynecologist should base his de- 
cision not only on the chance of survival 
of his patient, but especially on the technic 
which preserves, as far as possible, the re- 
productive organs and their function. 


SUMMARY 


The author discusses 631 cases of fibroma 
of the uterus from the standpoint of race, 
fertility, age, location of fibroid, degenera- 
tion and associated affections, illustrating 
with numerous tables and case reports. 
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TREATMENT OF FIBROID TUMORS OF THE UTERUS 


The treatment varies according to indi- 
vidual conditions. Not all cases require 
active treatment but all require careful 
watching. Surgery is the only cure; irradia- 
tion, radiotherapy and radium are palliative. 
Irradiation is contraindicated for women 
under 45 years. The author holds to neither 
side of the supracervical versus total hys- 
terectomy argument. Surgical treatment 
should be suited to conditions which he 
describes. He has performed 125 total hys- 


ter ectomies; 201 supr avaginal oper ations. 
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SUMARIO 
Tratamiento de los fibromas del titero 


E] autor discute 631 casos de fibroma del 
titero desde el punto de vista racial, de la 
reproduccién, edad, localizacién del fibro- 
ma, degeneracién y afecciones asociadas, il- 
ustrando este trabajo con numerosas tablas 
y reporte de caso clinicos. 

FE] tratamiento varia de acuerdo con las 
condiciones indviduales, y particularmente 
con el deseo de conservar la funcién de la 
reproduccién. No todos los casos requieren 
el tratamiento activo, pero todos requieren 
una observacién cuidadosa. La cirugia es la 
unica que cura, pues la irradiaci6n, la radio- 
terapia y el radium solamente son paliativos. 
La irradiacién esta contra indicada en mu- 
jeres menores de 45 afios. F] autor piensa que 
el tratamiento quirurgico no se limtara sola- 
mente a la reseccion supracervical o a la his- 
terectomia total, sino que éste debe de estar 
de acuerdo con las diferentes condiciones 
que él sefiala. Ha hecho 125 histerectomias 
totales y 201 operaciones supravaginales. 


1942 ANNUAL ASSEMBLY 
UNITED STATES CHAPTER 


The next Annual Assembly of the United States Chapter 
of the International College of Surgeons will be held in 
Denver, Colorado, July 15 through July 18, 1942. 
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Ewings Tumor in Children 


CUSTIS LEE HALL, M.D., F.A.CS., F.LCS. 
WASHINGTON, D. C. 


HE interest of the medical profes- 

sion in Ewing’s tumor is due to the 

difficulties of diagnosis, the obscur- 
ity of the cause, the excessive mortality rate 
and the ineffectiveness of present methods 
of treatment. There are several theories as 
to the cause of Ewing’s tumor—infection, 
trauma, embryonic and endocrine factors, 
as well as multiple factors—but the cause 
is unknown. 


CLASSIFICATION AND DESCRIPTION 


Many attempts have been made to evolve 
a comprehensive and useful classification of 
primary malignant bone tumors from the 
confused terminology which the vast liter- 
ature on this subject affords. In recent 
years the foundation of the Sarcoma Regis- 
try of the American College of Surgeons, 
at the suggestion of Codman, has done 
much to create order out of chaos. As in 
other intricate pathologic fields, a simple, 
loose grouping is most desirable. Kolodny 
has suggested a classification which has con- 
siderable merit: (1) osteogenic sarcoma; 
(2) endothelioma; (3) multiple myeloma; 
(4) unclassified angioendothelioma, myx- 
oma and extraperiosteal fibrosarcoma. Ew- 
ing has classified endothelioma into three 
types: (1) angioendothelioma, -which is 
solitary, cystic; (2) multiple endothelioma; 
(3) diffuse endothelioma or endothelial my- 
eloma, commonly described as Ewing’s 
tumor. 

In the opinion of Ewing and others, the 
tumor is a pathologic and clinical entity and 
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should be separated from the sarcoma 
group. It is probably, however, not entirely 
a bone tumor, but arises from endothelial 
cells and blood vessels, lymph and other tis- 
sues, and affects the bone in a characteristic 
manner, muscles also being involved in the 
tumor mass. The tumor is found at the sar- 
comatous age period, usually in the second 
decade. It shows preference for the long 
bones, tending to originate toward the mid- 
dle of the shaft. The bones commonly af- 
fected are the tibia, fibula, ulna, femur, ra- 
dius and lesser flat bones, probably second- 
arily. The growth is a vascular one, com- 
posed of small, round or oval undifferenti- 
ated cells, without giant cell formation. 
Any new bone formation which occurs is 
a reaction to the tumor rather than a prod- 
uct of its own cells. Metastases to the lung 
are unusual, but multiplicity of lesions is 
common. There is a difference from osteo- 
genic sarcoma in this respect, as well as in 
the fairly frequent involvement of lymph 
nodes. Osteogenic sarcomas metastasize 
early through the blood stream to the lungs. 

Roentgen ray appearance resembles early 
bone formation of an infection. There is a 
diffuse, spotty type of loss of bone and de- 
cided periosteal reaction, the so-called “on- 
ion type.” Associated with this, there is lo- 
cal manifestation of the tumor mass. His- 
tory of trauma is often given as a precursor 
of the pain, which is intermittent, gradually 
increasing in severity. There may also be 
local heat and elevation of temperature, 
often with a confusing blood picture in the 
early stages. There is a tendency for some 
observers to feel that focal infection may 
be a factor, particularly infection of the 


; 
{ 


EWING’S TUMOR IN CHILDREN 


tonsils. The course of the disease is usually 
slow, but the tumor may become larger or 
smaller, with a tendency to gradual involve- 
ment of more tissue. The consistency of the 
tumor is usually dense, rather hard, not 
fluctuant; it is spindle-shaped in appear- 
ance. Syphilis should be ruled out on ac- 
count of the possibility of “periosteal blist- 
ers,’ which simulate the condition in the 
early stage. There may also be confusion 
with osteomyelitis, especially the sclerosing 
type of Garré. 

There is some difference of opinion 
among pathologists as to whether or not the 
cells appearing in the tumor are true endo- 
thelial cells. The early writers tended to 
describe this tumor as small round cell sar- 
coma. Later pathologists have inclined to 
the theory that the cells represent un- 
changed osteoblasts. 

The literature reports cures ranging from 
7.5 to 10 per cent over periods up to five 

ears. Ten-year reports would be more val- 
uable. Ewing has proposed irradiation with 
radium and roentgen rays, followed by 
radical operation, if possible when activity 
of the tumor is again manifest. Many sur- 
geons feel that radical operation followed 
by irradiation is the method of choice. 


PROGNOSIS 


Biopsy surgically done is usually con- 
traindicated, as it only hastens the patient’s 
ultimate death. However, the punch biop- 
sy, which will secure a sufficient amount of 
tissue without damage or spreading of the 
tumor, is so easily done that in doubtful 
cases it can be considered. The clinical test 
is the application of radiotherapy, a valua- 


ble diagnostic aid, to which this tumor is" 


particularly sensitive. 


The tumor usually subsides rapidly, and 
the bone tends to appear more and more 
normal. There is, however, great danger of 
recurrence, usually first in the skull or oth- 
er long bones, with likelihood of brain 
tumor formation. Prognosis is unfavorable. 
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In the majority of cases, death has ensued 
in from six months to two or three years. 


In the reports of the Registry of Sar- 
coma, some cases have been recorded as 
cured by radiation and resection. However, 
with an extensive mass, it is unlikely that 
resection would be adequate. Amputation 
does not necessarily interrupt the progress 
of the disease in other parts of the body, al- 
though metastases are usually late. 


CASE REPORTS 


Case 1.—The patient was first seen in November, 
1934. He was a tall, slender, rather anemic-looking 
young man, who had complained since August of 
intermittent pain in his left forearm, below the el- 
bow. This had become painful following a playful 
tussle, with sudden twisting of the arm. About a 
month later, pain became more persistent and swell- 
ing was first noticed. The condition was diagnosed as 
rheumatic fever, and the patient was given treatment 
by two ‘physicians for rheumatism. Gradually the pain 
became more marked; the swelling increased but 
would recede at times. There was some local heat in 
the arm and gradual weakening of the grip of the 
hand. The patient’s previous history was negative for 
any infection. His tonsils had been removed. He had 
always enjoyed good health and had been normal in 
every way. There was no disturbance of the pulmo- 
nary or gastrointestinal system. 

On examination of the left arm there was found a 
hard, spindle-shaped mass of the upper third of the 
forearm and tenderness throughout the mass. The 
most marked tenderness was directly over the radius, 
slightly over the ulna. The circumference at the 
tumor mass was 3% inch greater than of the right arm 
at the same level. The grip of the hand was distinctly 
weak. There was no restriction of function other than 
a slight limitation of pronation. The elbow and wrist 
joints were negative. There was no evidence of en- 
largement of the axillary lymph glands in either arm, 
but there were a few small, hard cervical lymph nodes, 
apparently no larger than normal. 

The patient’s blood Wassermann was negative. His 
blood tests showed: 3,710,000 red cells, 72 per cent 
hemoglobin, 7,500 white cells; differential: 22 polys, 
78 lymphs. Two days later his white cell count was 
10,300. Five weeks later his red cell count was 3,240,- 
000, 60 per cent hemoglobin, 22,200 leukocytes, with a 
differential of 75 per cent polys, 25 per cent lympho- 
cytes. This rather striking about-face in the white cell 
count, with a marked increase of the polymorphonu- 
clear cells, was rather puzzling, although the diagnosis 
of Ewing’s tumor or osteogenic sarcoma had been ten- 
tatively made. 

Examination of the chest by roentgenograms 
showed no evidence of metastases. Several roentgen 
ray studies showed destructive processes involving the 
upper half of the radius and elevation of the perioste- 
um. The appearance was that of either a low-grade 
infection or Ewing’s tumor. 

A punch biopsy was done, with a small amount of 
tissue which could be easily aspirated through the 
syringe. This was sent to the laboratory, with the 
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following result: “Sections of the very small speci- 
mens submitted for examination show a very cellular 
new growth consisting of large pole staining, endo- 
thelial-like cells corresponding to the picture of a 
Ewing’s tumor.” 

Roentgen therapy was instituted. There was a rapid 
shrinking of the size of the tumor, and evidence in 
roentgenograms of lessening of the bone reaction. 
Fluoroscopic examination of the other bones of the 
body indicated no other lesions. Amputation was final- 
ly advised but refused. The patient died of multiple 
metastases one year after the treatment was begun. 


Case 2.—A boy, aged 12, had complained of inter- 
mittent pain in the left hip with some limp for six 
months. Swelling became apparent over the left but- 
tock and pelvis with a rise of temperature, leukocyte 
and differential changes and roentgen ray findings of 
pathology in the left ilium. 

Osteomyelitis was the diagnosis on admission. Was- 
sermann and Kahn tests were negative. Roentgen ther- 
apy and punch biopsy showed Ewing’s tumor. A 
marked clinical improvement followed roentgen ther- 
apy, but there was a recurrence of the mass; and late 
metastases. Death followed eight months after the 
beginning of the treatment. 


Case 3.—A boy, aged 14, complained of gradual 
swelling in the left foot, dorsal aspect, with inter- 
mittent pain. Roentgenograms showed narrowing of 
metatarsals 2 and 3. Biopsy showed Ewing’s tumor. 

oentgen ray therapy brought relief for eighteen 
months, followed by recurrence with fungation 
through the skin, glandular metastases in the left 
groin and pulmonary changes. The original request 
for amputation was refused. Death occurred two 
years and ten months after the diagnosis. 


SUMMARY 


The classification of primary malignant 
bone tumors is discussed by the author. Ac- 
cording to Ewing and others, Ewing’s tu- 
mor is a pathologic and clinical entity, to 
be separated from the sarcoma group. Its 


characteristics are described, also the course 
of the disease. The difficulty of diagnosis is 
stressed. Surgical biopsy is contraindicated, 
however, punch biopsy is possible. Radio- 
therapy is the clinical test, affording a valu- 
able diagnostic aid. As to treatment, Ewing 
and others advise irradiation with radium 
and roentgen rays, followed by radical 
operation; other surgeons advise operation 
followed by irradiation. Three cases are re- 
ported upon. 
SUMARIO 
El tumor de Ewing en los nifios 

El] autor discute la clasificacién de los tu- 
mores primarios malignos de los huesos. Se- 
gtin Ewing y otros, el tumor de Ewing es 
una entidad patoldgica y clinica, que esta 
separada del grupo de los sarcomas. Des- 
cribe sus caracteristicas asi como el curso de 
la enfermadad. Hace hincapié sobre la difi- 
cultad del diagndstico. 

La biopsia quirirgica esta contra-indi- 
cada; sin embargo, la biopsia por puncién se 
puede hacer. La radioterapia es la prueba 
clinica que proporciona una ayuda de valor 
en el diagnostico. En el tratamiento, Ewing 
y otros recomiendan irradiacién con radium 
y rayos roentgen, seguido por una operacion 
radical; otros recomiendan la operacion se- 
quida de irradiacion. Se dan a conocer tres 
casos. 
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La Peritoneoscopia* 


WILLIAM Y. LEF, M.D. 
PHILADELPHIA, PENNSYLVANIA 


SUMMARY 
Peritoneoscopy 


Visual examination of the peritoneal cav- 
ity by means of the peritoneoscope has 
proved of great value in all cases of ascites; 
in cases of tumors of the pelvic organs, the 
colon and the stomach to determine the 
presence and extent of metastases; in cases 
of ectopic pregnancy; in diseases of the re- 
productive organs; and in determining the 
different pathologies of the hepatobiliary 
system, with or without the aid of biopsies, 
facilitating the study of the bile, its vis- 
cosity and the quantity of cholesterol pres- 
ent. The direct injection of diodrast com- 
pound in cases where oral and intravenous 
administrations have not produced favor- 
able results permits a correct interpretatiqn 
of diseases of the gallbladder. 

The use of the peritoneoscope is contra- 
indicated in cases of acute intra-abdominal 
pathology, extensive postoperative adhe- 
sions and cardiac decompensation. 

The procedure, which requires at least 
two years’ training in pathology and sur- 
gical technic, is ideal in three situations: 
(1) cases in which surgical intervention 
may be dangerous, these being peritoneo- 
scoped under local anesthetic without caus- 
ing suffering to the patient: (2) operable 
cases, to eliminate unnecessary surgical pro- 
cedures; (3) partial autopsies, where per- 
mission for a complete autopsy cannot be 
obtained. 


Presented at the International Assembly of the Inter- 
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*This paper has been published in Spanish in its en- 
tirety in consideration of the increasing numbers of 
our Latin-American readers. 


S evidente que el aumento rapido de 
poblacion y la velocidad, casi verti- 
ginosa, de nuestra civilizacién han 

acrecentado el numero de enfermedades y 
complicado el problema de su tratamiento 
y curacion. El resultado légico y necesario 
ha sido la adopcion de inumerables procedi- 
mientos diagnosticos para resolver dicho 
problema. 

Hace ya cerca de cuarenta afios que se in- 
tentd, por primera vez y de manera ruda, re- 
solver el problema de la cavidad peritoneal; 
este primer intento, aunque primitivo, allano 
el camino hacia el método moderno de in- 
vestigacion mediante la iluminacion de apar- 
atos Optico-eléctricos. 

Todo instrumento ha sido recibido con 
gran escepticismo y el peritoneoscopio no 
ha constituido excepcion. En 1934 Rud- 
dock"® afiadié esta gran contribucion al ar- 
mamentario de diagnostico diferencial en la 
patologia de la cavidad peritoneal y de sus 
contenidos, la que alguién ha llamado “El 
Templo de Misterios.” 

La popularidad del a no ha 
sido muy grande, pues demasiado fue esper- 
ado de este instrumento y nadie se preocu- 
po por delinear sus limitaciones. Es intere- 
sante hacer notar que en una investigacion 
hecha por Robinson,"® se encontrd que 148 
cirujanos poseen peritoneoscopios y que 77 
de ellos han hecho 3,570 peritoneoscopias 
sin contar la serie de Ruddock. La popular- 
idad del aparato aumenta cada dia debido a 
su eficaz ayuda tanto por medio de visual- 
izacion como de biopsias, en el diagndstico 
de casos dificiles. 

FE] éxito del examen peritoneoscépico de- 
pende de los conocimientos de mecanica y 
del habil reconocimiento de cambios pato- 
logicos por medio de luz électrica. Para esto 
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dos afios de meticuloso estudio de patolo- 
gia macroscopica y técnica quirirgica son 
absolutamente necesarios. A carencia de es- 
tos requisitos se deben muchos casos en que 
el peritoneoscopio falla, ya que el médico 
no entrenado suficientemente en el uso de 
este instrumento dificilmente vence los ob- 
staculos que se le presentan o interpreta cor- 
rectamente lo que ve, si bien es cierto que 
muchas veces hay que recurrir a la biopsia 
para determinar de un modo concluyente 
la naturaleza de lo visualizado. 

Es de importancia infinita seleccionar con 
aplomo los casos, asi como también la in- 
formacion deseada, y seguir al pie de la letra 
las siguientes indicaciones y contraindica- 
ciones en la seleccion de casos para periton- 
eoscopia, si se quieren obtener los resultados 
deseados. 


INDICACIONES 


1. Todo caso de ascitis. Examinense los 
fluidos desde el punto de vista citoldgico. 

2. Tumores de los organos de la pelvis, 
del colon, y del estomago. Determinese si 
hay metastases o no. 

3. Enfermedades del higado, del bazo y 
de la vesicula biliar, acompafiada o no de ic- 
tericia. 

4. Masas abdominales, ya sean intra 0 ex- 
traperitoneales. 

5. Hemoperitoneo 

a. Embarazo ectopico. 
b. Trauma abdominal. 
(1) Rotura del bazo. 
(2) Peritonismo traumatico. 

6. Enfermedades de los organos internos 
de reproduccion. 

7. Anomalias anatémicas. 


CONTRAINDICACIONES 


1. Patologia intra-abdominal aguda. 
2. Extensas adhesiones postoperatorias. 
3. Descompensacion cardiaca. 


PREPARACION DEL PACIENTE 


La dieta ordinaria es permitida antes y 
después del procedimiento. En la mafiana de 


la operacion se le administra al paciente una 
lavativa de agua y jabon y se prepara un 
area de 5 pulgadas, tomando el ombligo co- 
mo centro de origen. 

Los adultos reciben de 14 a 3 granos de 
Nembutal dos horas antes de la visualiza- 
cién, y un poco mas tarde una mezcla de 
¥, a 1/6 de grano de sulfato de morfina y 
1/150 a 1/200 de grano de Escopolamina 
por la via hipodermica. Muchas veces dur- 
ante la visualizacién de la cavidad periton- 
eal y de sus contenidos, los movimentos 
peristalticos interfieren con el examen. En 
tales casos la administracién de una ampo- 
lleta de Novatropina media hora antes de 
operar, ha producido eficaces resultados, 
pues deprime o paraliza las fibras del pneu- 
mogastrico y de los otros nervios del siste- 
ma parasimpatetico. Para obtener mejor vi- 
sualizacién de los organos de la pelvis en 
ambos sexos es preciso sondear al paciente 
15 minutos antes de la operaci6n; en algunos 
casos resulta necesario dejar la sonda en situ 
durante toda la visualizacién. 

Los nifios son muy a menudo examinados, 
sin ninguna medicacion preoperatoria, con 
anestesia general, siendo eter el agente mas 
usado con tal objeto. En pacientes demasia- 
do nerviosos, Pentathol Sddico es el agente 
anestesico preferido, pues produce silencio 
abdominal y respiracion ritmica. 


PROCEDIMIENTO 

La visualizacién de la cavidad abdominal 
debe hacerse en una sala de operaciones 
donde reine la mas completa ascepcia y en 
la que se pueda obtener completa obscuri- 
dad cuando ésta se requiera. 

En cuanto el paciente ha sido cubierto de 
la manera usual, se esteriliza el campo oper- 
atorio con cualquier solucion antiséptica; en 
seguida se forma un circulo intradermal con 
novocaina 1 por ciento, una pulgada a la 
derecha del ombligo; despues se infiltran 
los tejidos subcutaneos con mas novocaina; 
luego la capa anterior del rectus abdominis 
y por fin el misculo mismo. El punto esco- 
jido para la introduccion del paritoneoscop- 
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io depende de la presencia o ausencia de 
masas abdominales 0 de cicatrices, pues es- 
tas ultimas van casi siempre acompaiiadas de 
adhesiones. 

El punto de entrada a traves del rectus 
abdominis es preferible; porque cierra muy 
bien alrededor del aparato; se cortan las 
fibras, la herida cicatriza bien, rapidamente 
y ofrece poco riesgo ninguna causar hernia. 

Una incision de un centimetro de diame- 
tro se hace a traves de la piel, el tejido adi- 
poso, fascia y capa anterior del rectus ab- 
dominis; las fibras de este musculo se separ- 
an con pinzas y después se corta la capa 
posterior del rectus. La incision debe cefi- 
irse bien al contorno del aparato, de lo con- 
trario, el aire se escapa de la cavidad ab- 
dominal. Si después de penetrar la capa pos- 
terior del rectus y el peritoneo, se desliza el 
aparato contra la pared anterior de la cavi- 
dad abdominal, se evitara el caso de catas- 
trofes abdominales. Durante todo el pro- 
cedimiento el paciente solo siente dolor al 
perforar el peritoneo. Cuando se puede vol- 
tear al obturador del aparato, este se en- 
cuentra en la cavidad abdominal. 

Una vez que el peritoneoscopio se ha in- 
troducido en la cavidad abdominal, se re- 
tira el obturador y se inserta la bujia teles- 
copica; después se infla el abdomen por me- 
dio de un baumomanometro; el aire se de- 
saloja hacia la pared abdominal anterior, en- 
tanto que lds organos descansan en la pared 
posterior. La cantidad de aire necesaria var- 
ia en cada caso. En varios de ellos se ha me- 
dido y encontrado que oscila entre 6 y 10 
positivo. 


EXAMEN DEL ABDOMEN SUPERIOR: EL HIGADO 


El higado, por ser el érgano mas grande, 
es el primero que se presenta a la vista, a no 
ser que lo oculte el epiplén o que esté cu- 
bierto de adhesiones causadas por previas 
operaciones. El epiplon puede apartarse a 
un lado con gran facilidad usando para ello 
la punta-del peritoneoscopio. El aire, en la 
mayoria de los casos, separa al higado del 
diafragma. 
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E] érgano se examina con respecto a col- 
or, tamafio y contorno. El color es palido 
en casos de anemia; rojo quemado en los de 
congestion cardiaca o de mal de von Gier- 
ke; café manchado debido a exceso de bilis 
en obstrucciones biliares cirréticas. 

Higados de gran tamafio se han observa- 
do en casos de congestion cardiaca, cirrosis 
portal, hepatoesplenopatias, cirrosis_biliar, 
mal de von Gierke, hepatomas y leukemi- 
as. Higados de tamafio reducido se han vis- 
to en cirrosis atroficas, necrosis toxicas agu- 
das. Un sinnumero de procesos patologicos 
pueden observarse en la superficie del hi- 
gado. Primero, la superficie de este érgano 
puede presentar la aparencia de telarafia con 
fibras blancas; esto no denota ninguna en- 
tidad patoldgica y puede interpretarse como 
capsulitis; puesto que biopsias hechas en es- 
tos casos no demuestran ningun cambio en 
la estructura del higado. Segundo, la cirro- 
sis puede ser muy facilmente reconocida, 
ya que la superficie presenta la apariencia ti- 
pica de empedrado. Tercero, los implantes 0 
las mestastasis varian en tamafio y color; al- 
gunos son grandes, umbilicados y de color 
blanco o amarillo; otros, diminutos con as- 
pecto de tapioca. Las infiltraciones metasta- 
ticas ocurren primero en los bordes del hi- 
gado. E] autor encontro en un caso una im- 
plantacién de gran tamaiio, que, localizada 
en el ligamentum falciformis, habia taladra- 
do hasta el lado opuesto. Cuarto, tubérculos 
caseosos se han visto en el higado. Quinto, 
el autor encontroé en una ocasi6n un quiste 
de origen non-parasitico, bajo el lobulo 
derecho del higado; el quiste contenia 8 
ce. de fluido translicido. Diagnosticar cor- 
rectamente los quistes del higado es bien 
dificil y solo se puede estar seguro de su 
naturaleza mediante la biopsia. Montgomery 
ha propuesto el uso del peritoneoscopio 
para diagnosticar quistes, y el uso de inyec- 
ciones para producir esclerosis de los mis- 
mos. Sexto, en un caso, gran acumulacién 
de fluido fue encontrada entre las hojas del 
ligamentum falciformis, este diagndstico fue 
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confirmado en la plancha de operaciones. 
Septimo, el drenage de abscesos del higado 
por medio del peritoneoscopio usando una 
aguja para aspirar el contenido ha sido re- 
portado. 


LA VESICULA BILIAR 


La vesicula biliar se presenta a la vista 
durante la visualizacién de la superficie in- 
ferior del higado, a no ser que esté inflama- 
da. Puede ser que de vez en cuando se en- 
cuentre cubierta por el epiplén, pero éste 
puede apartarse muy facilmente con el 
peritoneoscopio. Color, tamafio y posicién 
se observan. De vez en cuando es posible 
ver el ducto cistico, pero esto es una rareza. 
El color normal es azul, pero puede ser 
blanco, amarillento 0 azul palido. E] tamafio 
varia segin el proceso patoldgico presente. 
Una vesicula pequefia indica patologia in- 
trinseca con o sin piedras, mientras que una 
vesicula grande significa carcinoma de la 
cabeza del pancreas o piedra en el ducto 
comun. También pueden observarse bandas 
congenitales ancladas a la vesicula, las 
cuales, se encuentran segtin la opinion de 
Whitaker,** en 25 por ciento de los seres 
humanos. Muchas de ellas no producen 
sintomas, aunque no deja de haber algunas 
que los produzcan. Steiner*! dice que ha 
podido palpar piedras en la vesicula. 

EF] sinnimero de teorias y controversias 
sobre la etiologia de enfermedades de la 
vesicula biliar ha dado lugar a intensa in- 
vestigaci6n en esta amplia y todavia ob- 
scura rama de la cirugia. Segun Foss," “este 
organo es la causa mas comtn de patologia 
abdominal, el diagnéstico es, en la mayoria 
de los casos, facil de establecer, el trata- 
miento esta ya bien definido, y el resultado, 
si se opera a tiempo y con tino, es excelente, 
estableciendose curacién completa en 95 
por ciento de los casos. Sin embargo nunca 
se debe operar antes que el diagnostico haya 
sido establecido sin dejar lugar a duda.” 
Fué por esto que un procedimiento se in- 
vento por el cual se puede extraer bilis de 


la vesicula con ayuda del peritoneoscopio 
y sin causar mucho dolor al paciente. Los 
especimenes asi obtenidos fueron estudiados 
bacteriologica y quimicamente y los re- 
sultados comparados con los obtenidos por 
medio del drenage no quirtrgico de la 
vesicula. Algunas discrepancias se notaron 
entre los resultados de ambos métodos, y 
como la serie de casos comparados es muy 
pequefia, el autor-no se siente justificado 
en llegar a ninguna conclusion, si bien 
espera estimular el interés de los facultativos 
y desarrollar una serie numerosa de la que 
se puedan obtener conclusiones veridicas. 

Las colecistografias miden tan solo la 
habilidad de la vesicula para llenarse, vaci- 
arse y concentrar su contenido. Es indud- 
able que tanto el método oral como el in- 
travenoso estan sujetos a errores. Doran y 
sus socios reportaron que en una serie de 
210 casos colecistogramos habian sido 
hechos en 147 de ellos por el método oral; 
la vesicula aparecid normal en las radio- 
grafias de 10 de los casos; en 5 de estos se 
hallaron piedras en la vesicula cuando se 
llevo a cabo la operacién. La vesicula no 
apareciO, ni presenté residuos de calculos, 
ni demostr6é dilacién en vaciarse en 137 de 
los casos; en 119 de ellos se encontraron 
piedras en el curso de la operacién. Debido 
a semejantes errores a que el método oral de 
colecistografia puede dar lugar, uno mejor 
fue buscado por el cual datos mas exactos 
pudieran ser obtenidos. Si prosiguiendo el 
mismo procedimiento empleado para extraer 
bilis directamente de la vesicula, la sub- 
stancia opaca se inyecta directamente en el 
érgano, la informacion que se obtiene 
mediante el colecistograma es mas veridica. 
La técnica del procedimiento es como 
sigue: 

Después de visualizar la vesicula, se ejerce 
presion en la pared abdominal anterior para 
delinear un area en la superficie, la cual se 
infiltra con novocaina 1 por ciento. Después 
de poner al paciente en la posicion de Tren- 
delenberg o en la posicién Trendelenberg 
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reversa, se ‘hace una incisidn en el area 
anestesiada, cortando piel, fascia, musculo 
y peritoneo. Por esta herida se introduce un 
troquer con canula; después se retira el tro- 
quer y se intfoduce una aguja de Coryllos, 
la cual es guiada manteniéndola siempre a 
la vista, con el peritoneoscopio, hasta pene- 
trar la vesicula. Una vez hecho esto se 
aspira el contenido de la vesicula por medio 
de una jeringa Luer, la cual, llena de bilis, 
se retira y se substituye con una que conten- 
ga 3 cc. de Diodrasto Compuesto, éste se in- 
yecta en la vesicula y se agita hasta mez- 
clarlo bien. Finalmente, aguja_ y canula se 
extraen y entonces se inspecciona la vesi- 
cula. Una gran ventaja de este procedi- 
miento es que no hay necesidad de suturar 
la pequefia herida que se hace. 

Llevado el paciente al Departamento 
Roentgenolégico, donde se le pone en po- 
sicion decubitus-dorsal, se le toma una radio- 
grafia. Si inmediatamente después se ad- 
ministra una ddsis de Cholex, la tintura 
sale de la vesicula una o dos horas mas tarde. 
En ningun caso se han registrado efectos 
post-operatorios 0 peritonitis quimica. 

Pronunciada angulacién, estenosis del 
ducto, o valvulas anémalas interfieren con 
la colecistografia cuando la tintura se ad- 
ministra oralmente. En tanto que la inyec- 
cién directa de Diodrasto Compuesto en la 
vesicula la delinea claramente, tifie las 
piedras y vence las obstrucciones mecanicas 
que los roentgendlogos interpretan a veces 
como mal funcionamiento de la vesicula 
biliar. 

Este método, aunque espléndido no se 
recomienda para uso rutinario sino como 
auxiliar cuando el método oral o el intra- 
venoso o ambos fallan. 


_ EL ESTOMAGO 


Este organo, normalmente de color plo- 
mizo, maleable al tocarlo con el peritoneos- 
copio, se eleva y deprime en cada inspira- 
cion y expiracion, y presenta dos curva- 
turas. Por medio del peritoneoscopio sus 


movimientos peristalticos, el pulsar de sus 
arterias, y la vena pilorica puede ser ob- 
servados con toda claridad. Toda variante 
de lo normal debe ser notada. La ausencia 
de peristalsis o la presencia de un punto 
constante de irregularidad en la curvatura 
mayor significa que hay lesién intrinsica, 
probablemente tumor, y si éste es grande, 
el estomago permanece estacionario, la 
pared se siente dura y produce dolor al to- 
carla. Un estémago de grandes propor- 
ciones puede significar ulcera del piloro 
cicatrizada 0 carcinoma. Cuando la super- 
ficie anterior de la pared gastrica es muy 
palida o palida con manchas rojas y ofrece 
mucha resistencia a la punta del peritoneos- 
copio, la posibilidad de linitis plastica debe 
ser considerada. 

Ruddock’*** ha propuesto el siguiente 
criterio para decidir la operabilidad de car- 
cinomas del estomago, siempre que no haya 
metastasis en las glandulas de la piel, los 
pulmones o los huesos: 

1. Hay metastasis en el higado? 

2. Hay extensiones en los tejidos ad- 
juntos o en el peritoneo? 

3. Que porcidn del estémago esta dafiada? 


Esto ultimo puede ser resuelto por medio 
de una gastroscopia o una peritoneoscopia 
o por las dos juntas. Thieme opina que en 
todo caso de tumor en el estomago se debe 
hacer una peritoneoscopia para prevenir 
operaciones en casos inoperables. 


EL EPIPLON 


Aun cuando este puede cubrir todos y 
cada uno de los organos de la cavidad ab- 
dominal, puede ser apartado sin dificultad y 
sin dolor. Muchas veces hay tantas metas- 
tasis en el epiplon que le dan, si muy ex- 
tensos, la apariencia de cresta de gallo. Las 
adhesiones del epiplon pueden ser separadas 
con ayuda de pinzas o por medio del coagu- 
lador eléctrico, siempre que no sean demasi- 
ado extensas o estén muy, firmamente an- 
cladas a un Organo hueco. 
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EL BAZO 


Este érgano casi nunca se ve a no ser 
que esté por un proceso patholdgi- 
co. A veces se puede observar si se coloca 
el peritoneoscopio bajo el lébulo izquierdo 
del higado y luego se levanta. En casos de 
leukemias y esplenopatias, bazos de gran 
tamafio han sido encontrados. 


EL ABDOMEN INFERIOR: EL COLON 


Si el uso del peritoneoscopio es o no de 
valor en tumores del colon es pregunta que 
todavia no tiene respuesta. Es evidente que 
jamas debe de usarse en casos de obstruc- 
cion, pero también es cierto que es de gran 
valor para localizar tumores y determinar 
la extensi6n de metastases antes de operar. 
Buirge® en un estudio de 416 casos de car- 
cinoma del intestino grueso, encontro me- 
tastases secundarias en 240; los 176 casos 
restantes fueron de patologia puramente 
local. Buirge hace notar que el higado es el 
lugar favorito de estas metastases (136 
casos), seguido por las glandulas linfaticas 
de la region del colon (101 casos). 

Es de interés notar que el tamafo del 
tumor original no tiene influencia ninguna 
en el numero o local de las metastases. Aun 
mas, el autor ha notado que tumores pe- 
quefios de la pared anterior del sigmoide 
producen con mas rapidez metastases en el 
higado, que los tumores de mayor tamafio 
en la pared posterior de dicho organo; aun 
aquellos que casi cierran por completo el 
lumen del mismo. Es imposible conseguir 
datos fidedignos respecto a metastases en los 
nodulos linfaticos de la columna vertebral 
o de la pelvis. 


EL APENDICE 


Este organo no se ve con mucha frecuen- 
cia. Sin embargo, puede localizarse, si se 
desea, por medio de un elevador o retractor 
en forma de pata de pato que Robinson’? 
ha usado con excelentes resultados en sus 
estudio de los adenexos femeninos, el bazo, 
el estomago y la vesicula biliar. Este eleva- 


dor es independiénte del peritoneoscopio, y 
se usa solo para apartar Organos y se intro- 
duce por medio de una incisin separada. 


LA PELVIS 


Para facilitar el estudio de las condiciones 
normales o patolégicas de esta region, la 
plancha se debe inclinar de un lado a otro, 
esto ofrece mejores medios de visualizacion 
que el uso exclusivo de la posicion Tren- 
delenberg. E's muy dificil hacer un estudio 
de los érganos reproductores de la mujer, 
cuando la pelvis es muy profunda, la vejiga 
ptotica, o en casos de colon pélvico redun- 
dante. Tanto la presiOn ejercida con el dedo 
en el recto o la vagina, como la transilumi- 
nacion de ésta sirven de mucho en diagnosis 
de patologias pélvicas. 

El] telescopio puede usarse para apartar 
sigmoide o ileum redundante o para le- 
vantar el Utero hacia la pared abdominal 
anterior a fin de ver la superficie anterior 
del recto. El retractor, elevador o depresor 
de Robinson’? puede ser usado aqui con 
magnificos resultados. Los ovarios pueden 
reconocerse sin dificultad alguna, sirvién- 
dose del telescopio para levantar los tubos 
de Falopio y deslizandolo para examinar el 
tamano y color de los primeros. 

El valor del peritoneoscopio en casos 
patologicos de la pelvis no puede dejarse de 
reconocer en las circumstancias actuales. En 
primer lugar, bien sabemos que el desar- 
rollo de cistadenomas del ovario es muy 
lento y los sintomas tardios en aparecer. 
Toda enferma que se queje de dolor en la 
regién inferior del abdomen requiere ex- 
amen vaginal aunque no sienta dolor en la 
rabadilla, y segun Meigs" “todo reconoci- 
miento vaginal que no sea perfectamente 
satisfactorio debe de ser seguido por peri- 
toneoscopia con el objeto de hacer un diag- 
néstico oportuno y operar a tiempo.” El 
cree que el “cancer de los ovarios, si se des- 
cubre oportunamente es curable, pues muy 
a menudo se-halla encapsulado en el ovario 
y no hay peligro mientras el quiste no se 
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rompa o perfore, ni el tumor se extienda por 
toda la pared.” 

En el estudio de endometriosis el peri- 
toneoscopio puede ser usado como auxiliar 
del diagnostico afiadido a detallada historia 
clinica, y a la inspeccion y palpacién de los 
organos pélvicos; si bien Hurd opina que 
el diagnostico de endometriosis es muy di- 
ficil en la mayoria de los casos. Ademas, 
muchas condiciones ginecolégicas como 
quiste folicular del ovario, hemorragia ovar- 
ica, quiste de Morgagni, utero fibrotico, in- 
flamaciones de la pelvis, embarazo normal, 
embarazo ectopico, cistadenomas del liga- 
mento ancho, tuberculosis de la pelvis, aus- 
encia o mal formacién de los distintos 6r- 
ganos y ovulacién, pueden diferenciarse 
muy bien con la ayuda del peritoneoscopio. 

Entre los problemas que se encuentran en 
la pelvis, el embarazo ectépico es uno de 
ellos. Segtin los escritos de Scheffey, Mor- 
gan y Stimson,” “aun hoy dia el enigma del 
diagnostico en esta especie de embarazos es 
problema por resolver.” Bubis* también op- 
ina que el diagnostico temprano de tales cas- 
os es muy dificil y declara que “en muchos 
de ellos se dan todos los sintomas sin que 
la condicién exista.” Urdan** hablando de 
este mismo problema dice, “tenemos com- 
pleto conocimiento del embarazo ectopico, 
pero su diagnostico es todavia problema dif- 
icil y no resuelto.” Es evidente que el uso 
del peritoneoscopio es de gran importancia 
en el diagnostico diferencial de esta condi- 
cion, pués por medio de el se pueden elim- 
inar muchas condiciones normales y pato- 
logicas. 

El peritoneoscopio es también muy util 
en otras patologias de la pelvis. Por ejem- 
plo, Ruddock'*"* opina que el verdadero 
sexo de un hermafrodita puede determinarse 
definitivamente por medio del uso de dicho 
aparato; asi como también en casos de hirsu-. 
tismo. En mujeres es posible visualizar los 
Ovarios y tomar una biopsia para averiguar 
si el paciente tiene o no arrenoblastoma. 


ASCITIS 


Hoy dia el fluido ascitico puede ser as- 
pirado y examinado citologicamente. Estos 
examenes, sin embargo no han sido muy in- 
formativos. Ascitis ocurre comunmente en 
casos de cirrosis, hepatomas, hepatoesple- 
nopatias, tumores del estomago y del colén 
con mestastases en el higado, tuberculosis 
miliaria, y tumores de la pelvis. 


BIOPSIAS 


Obtener tejidos para examenes microsco- 
picos es muy recomendado sobre todo en el 
caso de 6rganos solidos como el higado, 
bazo y ovarios; pero también se puede ob- 
tener biopsias del epiplon y el peritoneo. 
Estos espécimenes solo deben tomarse cu- 
ando se pueda cauterizar bien el area es- 
cogida. Ruddock'*** perdio un caso debido 
a una hemorragia fatal que sobre vino por 
falta de completa cauterizacién de un area 
del higado afectada por un tumor metasta- 
tico. Benedict''* ha tomado biopsias de 
glandulas linfaticas situadas en la curvatura 
menor del estémago. De todos modos es de 
capital importancia escoger la superficie 
mas accesible del organo para asegurar com- 
pleta cauterizacién. La parte cauterizada, 
como es natural, queda grandemente desvi- 
talizada. Ruddock mantiene que la corriente 
coaguladora no dafia el espécimen. Biopsias 
pueden obtenerse con seguridad si inmedi- 
atamente que se sacan se introduce el coag- 
ulador, para evitar que sobrevenga una hem- 
orragia de funestas consecuencias. Inmergir 
los tejidos, higado, bazo, ovarios, inmedi- 
atamente después de removidos en alcohol 
95 por ciento es un procedimiento satisfac- 
torio en la preparacion de las placas para el 
estudio microscopico. 

Terminado el examen se extrae el peri- 
toneoscopio, y el aire se deja escapar; si bien 
una pequena cantidad permanece entre el 
diafragma y el higado y otra penetra los te- 
jidos suaves de la pared abdominal y pro- 
duce una enfasima. La pequefia herida que 
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se hace puede cerrarse con una puntada de 
hilo de seda 0 con grapas de Michel. 


CASOS ESTUDIADOS 


de 5 a 81 afios 
Sexo 
Total 300 casos 


Diagnéstico 
Correcto (comprobado por biopsias, en la 


mesa de operaciones y por autopsia)....132 casos 


CONCLUSIONES 


Visualizacion de la cavidad peritoneal ha 
probado ser de valiosa utilidad en casos ob- 
scuros 0 dudosos de enfermedades de la pel- 
vis, y de tumores del lumen del col6n y del 
est6mago para determinar si hay metastases 
0 no y que tan extensas son; también se ha 
podido mediante el uso de este instrumento 
y con ayuda de biopsias o sin ella, distinguir 
las diferentes patologias del sistema hepato- 
biliarico. 

El procedimiento es ideal en tres situa- 
ciones: Primero, casos en que la interven- 
cion quirurgica sea peligrosa pueden ser 
peritoneoscopeados con anestesia local y sin 
que sufra el paciente; segundo, en casos del 
todo ino erables, pues elimina procedimien- 
tos quirurgicos inecesarios; y tercero, Fiske 
lo recomienda para hacer una autopsia par- 
cial cuando no se puede conseguir permiso 
para hacer autopsia completa. 

La peritoneoscopia promete grandes con- 
tribuciones al estudio de enfermedades de la 
vesicula biliar, facilitando los estudios de la 
bilis: pH, viscosidad, cantidad de colesterol, 
analysis microscopicos y cultivos. La in- 
yeccion directa de Diodrasto Compuesto da 
en casos donde la administracién oral e in- 
travenosa no ha producido resultados favor- 
ables una interpretacién correcta de la ve- 
sicula que no anion, y de enfermedades 
de la misma. 

Las peritoneoscopias requieren para su 


éxito y seguridad, ademas de conocimien- 
tos profundos de patologia, bastante exper- 
iencia en cirugia general. 


SUMARIO 


E] examen visual de la cavidad peritoneal 
por medio del peritoneoscopio ha demon- 
strado tener un gran valor en todos los casos 
de ascitis; en casos de tumores de los organos 
de la pelvis, en el colon y en el estomago pa- 
ra determinar la prescencia y el grado de 
extensién de los metastasis; encasos de em- 
barazo ectdépico; en enfermedades de los 6r- 
ganos de la reproduccién y en la determin- 
acién de los distintos estados patolégicos del 
sistenia hepato biliar con 6 sin ayuda de bi- 
opsia, facilitando el estudio de la bilis, su 
viscosidad y la cantidad de colesterol que 
contiene. 


La injeccién directa de compuestos a base 
de yodo que se usan para las radiografias, en 
los casos en que su administracion oral o in- 
travenosa no da los resulstados deseados, 
permite enfermedades de la vesicula. 


El uso del peritoneoscopio esta contra in- 
dicado en los casos patolégicos agudos de 
abdomen, adherencias extensas post-oper- 
atorias y en las descompensaciones cardiacas. 


F] procedimiento requiere por lo menos 
un entrenamiento de los afios en patologia y 
en técnica quirtrgica es ideal en tres casos: 
(1) en los que la intervencién quirtrgica sea 
peligrosa siendo estos vistos por el periton- 
eoscopio bajo anestesia local sin causarle 

molestias al paciente; (2) casos operables 
para eliminar los procedimientos quirtrgi- 
cos no necesarios; (3) autopsias parciales 
donde no se puede obtener permiso para 
hacer una autopsia completa. 
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La Gastro-piloro-duodenectomia* 


INTERVENCION DE ELECCION EN EL TRATAMIENTO QUIRURGICO DE LAS ULCERAS 


SUMMARY 


Gastro-pyloro-duodenectomy: 
operations of choice in the surgical treat- 
ment of chronic duodenal ulceration 


The author discusses the indications for 
surgical treatment of gastroduodenal ulcer. 
He advocates operative intervention in all 
cases that show persistence of symptoms 
after medical treatment has been given a 
fair trial. 

The author reports on 24 cases treated 
surgically by him in a series of 132 cases 
observed last year. He recommends extend- 
ed pylorogastrectomy as the best treatment, 
since it is the only method which eliminates 
the lesion, the antropyloroduodenitis and 
hyperchlorhydria. He stresses the impor- 
tance of thorough medical treatment for 
some time after operation. 


UCHO se ha escrito acerca de las 
indicaciones quirtrgicas en el 
tratamiento de las ulceras gastro- 

duodenales. A este respecto puede decirse 
que ya se ha Ilegado al acuerdo de establecer 
como absolutas las indicaciones correspon- 
dientes a los casos de ulceras complicadas 
por estenosis, perforacién, cancerizacién o 
hemorragias, y también en aquellos casos en 
los que los sintomas de actividad no Ilegan 


Presented at the International Assembly of the Inter- 
national College of Surgeons, Mexico, D. F., August, 
1941, 

*This paper has been published in Spanish in its en- 
tirety in consideration of the increasing numbers of 
our Latin-American readers. 


GASTRO-DUODENALES CRONICAS 


MARIO H. QUINONES, M.D., F.L-CS. 


MEXICO, D.F. 


a ceder por medios médicos y se hacen 
especialmente molestos, como ocurre en las 


tilceras muy dolorosas por perivisceritis; 


pero por lo que respecta a los demas casos 
de lceras cronicas, atin hay cierta discrep- 
ancia entre médicos y cirujanos acerca de 
que si su tratamiento debe ser médico 0 
quirurgico. Este Ultimo se va imponiendo y 
creo que justificadamente, ya que el trata- 
miento médico no podra modificar la reac- 
cién fibrosa del tejido conjuntivo que pro- 
voca la lesién y, por consiguiente, no se 
podran obtener las condiciones necesarias 
para alcanzar la cicatrizacion de la lesion. 
Poco falta pues para que el acuerdo sea 
definitivo por lo que respecta a tratamiento 
quirtirgico de la ulcera gastroduodenal cro- 
nica. 

Pero hay mas, existen casos que aun no 
pudiendo conceptuarse rigurosamente como 
de ulcus cronico, resisten, sin embargo, al 
tratamiento médico adecuado o, cediendo 
en un principio, facilmente vuelven a ha- 
cerse aparentes sus manifestaciones a mas 0 
menos largo plazo. 

Creemos que casos como estos que resist- 
en a dos tratamientos médicos bien estable- 
cidos y bien llevados, deben considerarse ya 
como del dominio quirargico, maxime si 
gastroscopicamente conprobamos la persist- 
encia del estads gastritico. 

El hecho de que se hayan vuelto a hacer 
aparentes las manifestaciones de actividad 
de la lesi6n, traduce, en efecto, la persisten- 
cia de las condiciones que universalmente s¢ 
admiten ya como causas en la aparicion y 
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mantenimiento de tal proceso: queremos 
referirnos a la gastro-piloro-duodenitis y a 
la casi siempre inseparable hiperacidez del 
jugo gastrico. Si oportunamente el trata- 
miento médico no ha podido modificar es- 
tos factores (que por otra parte no son los 
tinicos que intervienen en la aparicién del 
ulcrus, pero si los principales), quiza un 
tratamiento quirurgico adecuado pueda 
modificarlos. 

Aceptada la indicacién quirtrgica en el 
tratamiento de un caso de ulcera gastrica o 
duodenal, nos queda por determinar cual 
debe ser la tactica quirtrgica y también la 
técnica que debemos de seguir. 

No hay que decir que la juiciosa con- 
sideracion del estado general del paciente 
pesa mucho acerca de la tactica que debe- 
mos desarrollar; procuraremos pues mejor- 
ar al maximo posible estas condiciones y tal 
cosa la hemos logrado con el empleo opor- 
tuno de transfuciones e hidratacién clorur- 
ada, vitaminas B y C y averiguaciOn previa, 
por medio de examenes preoperatorios, de 
cualquier otra falla organico-funcional que 
pudiera haber, especialmente investigacion- 
es de focos septicos alejados, para modifi- 
carla adecuadamente. Siguiendo esta con- 
ducta hemos tenido la satisfaccién de ver 
evoluciones que pueden calificarse de bril- 
lantes en la inmensa mayoria de los casos 
que hemos operado. 

También es indispensable, como es sabido 
de tan ilustre auditorio, seguir estrecha- 
mente el post-operatorio de estos casos que 
tan facilmente podrian complicarse si no 
tomaramos oportunamentelas medidas indis- 
pensables para cuidar de las posibles hem- 
orragias, el estado del corazon, rifion, intes- 
tino, etc., de nuestros pacientes y prescribir 
también una alimentacién adecuada y repar- 
adora. 

Hemos abogado en lineas anteriores acer- 
ca de la posible ampliacién de las indicaciones 
del tratamiento quirirgico, porque conside- 
ramos que es el que mas facilmente puede 
llevar a la curacién a nuestros pacientes, es- 
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pecialmente por lo que respecta a los afec- 
tos de ulcera del duodeno, pues nuestra 
corta experiencia nos ha demostrado que 
son los mas rebeldes para curar con trata- 
miento médico. Para obtener una verdadera 
curacion necesitamos, desde luego, recu- 
rrir a procedimientos que no sean solo palia- 
tivo, sino que sean capaces de modificar las 
causas que hemos considerado como mas 
importantes en la aparicion y mantenimien- 
to del ulcus gastro-duodenal. 


A nuestro juicio no hay mas que un pro- 
cedimiento capaz de quitar la lesion en si 
misma y las causas a que antes hacemos re- 
ferencia, o sean la gastritis y la hiperclor- 
hidria, y este procedimiento es la gastro-pil- 
oro-duodenectomia. 

La gastro-enterostomia simple, ha sido 
uno de los procedimientos mas empleados 
en el tratamiento de la ulcera gastro-duo- 
denal. Todavia cuenta con muchos parti- 
darios a pesar de los malos resultados que 
frecuentemente se obtienen con su uso, me 
refiero especialmente a la ulcera péptica 
post-operatoria a que frecuentemente da 
lugar y que se explica, ya que dejando per- 
sistir la gastritis y la hiperclorhidria no 
puede ser otro el resultado al que se Ilegue, 
creando asi una nueva enfermedad mas 
grave generalmente que la que se trat6 de 
curar. 

Indudablemente que su boga ha sido may- 
or por estar mas al alcance del cirujano gen- 
eral y porque sus resultados inmediatos son 
generalmente buenos, ya que su mortalidad 
es baja (3 a 5 por ciento), pero por lo que 
respecta a los resultados lejanos pueden con- 
siderarse como malos en no menos de un 
50 por ciento. Por otra parte, dejando la 
lesion in situ, no evita las complicaciones a 
que su persistencia puede dar lugar: hemor- 
ragia, perforaci6n, estenosis, cancerizacion. 

No hacemos referencia a otras interven- 
ciones menores ya que generalmente son 
peores que la gastroenterostomia y solo se 
usan por excepcion. 

La gastro-piloro-duodenectomia creemos 
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que si resuelve en sus puntos esenciales el 
problema del tratamiento de la ulcera gas- 
tro-duodenal: extirpa la lesién, evitando en 
esta forma las complicaciones a que su per- 
sistencia puede dar lugar; extirpa igual- 
mente la zona inflamatoria de antropiloro- 
duodenitis que en forma tan preponderante 
interviene en la aparicion y mantenimiento 
del ulcus, y con ello elimina también Ia hi- 
peracidez clorhidrica que es el otro factor 
de importancia en la génesis del ulcus gas- 
tro-duodenal. 

Al practicarse una gastro-piloro-duoden- 
ectomia amplia se elimina toda la porcién al- 
calina gastro-duodenal que se encuentra en 
estado inflamatorio, eliminandose asi la zona 
excitable para la produccién de jugo gas- 
trico acido y con ella la fase quimica de la 
secreciOn gastrica. También se elimina asi la 
porcion vulnerable del est6mago, zona 
ulcerégena. En todos nuestros enfermos asi 
operados hemos constatado hipoclorhidria 
y aun anaclorhidria en ayunas y, bajo la ac- 
cin de histamina, no han Ilegado a alcan- 
zar las proporciones normales de acidez ba- 
jo este excitante. 

Este descenso puede deberse en gran 
parte a lo que antes hemos sefialado asi como 
a que la bilis y jugo duodenal pasan forzo- 
samente por el estomago, ya que, general- 
mente, la gastro enteroanastomdsis comple- 
mentaria de la gastrectomia que hacemos, es 
de asa corta. Esta ultima circunstancia 
puede encontrarse también en los casos de 
gastro enterostomia simple como tratamien- 
to del ulcus, pero es un elemento minimo 
en la modificacién de la acidez del jugo 
gastrico. 

La eliminacion de la porcién inflamatoria 
(gastro-piloro-duodenitis), es favorable pa- 
ra la buena evolucién inmediata, pero sobre 
todo, favorece los buenos resultados lejanos 
de la gastro-piloro duodenectomia, ya que 
aleja la posibilidad del ulcus secundario, y 
aun del péptico. 

Las consideraciones anteriores nos han 
llevado a aceptar y considerar tal interven- 


cién como la de eleccién en el tratamiento 
quirurgico del ulcus gastro-duodenal, pues 
es la que da mas garantias de curaciones de- 
finitivas y la que por lo menos, satisface las 
mayores exigencias de una terapéutica sin- 
tomatica completa. Para algunos como Kon- 
jetzni y sus colaboradores atin debe consid- 
erarse como una terapéutica etiolégica, ya 
que suprime la zona de gastritis, causa ini- 
cial y principal en la génesis del ulcus. 


Las dificultades técnicas que presenta, 
han hecho, seguramente, que esta interven- 
ci6n se aplique en menor proporcion que la 
que era de esperarse y creemos que fuera de 
los casos en que la lesién por su profundi- 
dad o su estado inflamatorio acentuado im- 
pida su aplicacién, en los demas debe de 
aconsejarse su empleo. 


Para reducir al minimo los casos que pu- 
dieran contraindicar su aplicaci6n, siempre 
hacemos en todos los pacientes que consid- 
eramos deben ser tributarios de tratamien- 
to quirirgico, un tratamiento médico pre- 
vio, indispensable para reducir el estado in- 
flamatorio y para favorecer al maximo la 
tendencia cicatricial, si la hubiere, que dis- 
minuya la profundidad de la lesion. En los 
casos en que a pesar de esta precaucion el 
estado local nos impide hacer la gastro-pilo- 
ro-duodenectomia, fundados en la consider- 
acion de que debe quitarse la porcion afecta 
de gastritis y abatir la acidez, empleamos por 
lo menos la operaci6n de Finsterer, o sea la 
resecciOn gastrica con exclusién de la lesion 
duodenal. 

Las resecciones amplias van ganando mas 
y mas terreno; creemos, que debido a lo 
logico de sus fundamentos. Desde que, por 
vez primera, fué hecha y aconsejada la gas- 
trectomia por Rydigier, de Lemberg en 
1882, ha sido muy discutida y hasta anate- 
matizada por algunos autores. Sin embargo, 
cada dia ha ido ganando mas adeptos espe- 
cialmente en Alemania, Austria, Italia, Sui- 
za, Argentina y Ultimamente en Francia, E's- 
tados Unidos y entre nosotros. A medida 
que se ha ido practicando mas, se hanido 
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mejorando su técnica y conociéndose sus 
buenos resultados inmediatos y lejanos, lo 
que ha permitido su mas frecuente aplica- 
cin, recomendandose sobre todo por Fin- 
sterer muy amplias gastrectomias, extirpan- 
do hasta dos tercios y atin tres quintas par- 
tes del estomago para ser verdaderamente 
utiles. Esta recomendacién de Finsterer que 
le ha valido que Hohlbaum la considere co- 
mo un “bandalismo quirirgico” ha_ sido 
adoptada por cirujanos tan eminentes como 
Florquen, Friedmann, Berg, Pauchet y Ha- 
berer, Urrutia de Espafia, Solé y otros en 
Argentina, etc. 

Convencidos de que es la mejor conduc- 
ta a seguir para obtener curaciones defini- 
tivas en el tratamiento quirurgico de la ul- 
cera gastro-duodenal, también hemos prac- 
ticado en el ultimo afio gastro-piloro-duo- 
denectomias amplias o por lo menos la oper- 
acion de Finsterer (reseccion gastrica con 
exclusién de la lesidn duodenal) en veinte 
de nuestros operados dentro de un total de 
112 ulcerosos que hemos atendido en el 
Sanatorio Espafiol y cuatro de 20 en el Hos- 
pital Militar. 

Este total de 24 gastrectomizados estaba 
distribuido en la siguiente forma: 


Ulcus duodenal estenosante en distin- 


Ulcus duodenal crénica no esteno- 


Ulcera gastrica de la pequefia curvatura 4 


Las operaciones practicadas fueron: 
Gastro-piloro-duodenectomias 20 
Operacion de Finsterer............. 4 


Los tipos de anastomosis fueron como 
sigue: 
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Billroth II asa corta transmesecdlica. . 15 


Habitualmente hemos empleado el tipo 
de operaciones asepticas, usando cuchillo 
eléctrico y termocauterio y como anestesia 
raquia tipo Koster con 0.15 gms. de novo- 
caina y Sedol subcutaneo y Nembutal in- 
gerido 1 hora antes. 

A estos casos corresponden las proyec- 
ciones que en seguida tendré el gusto de 
mostrar a ustedes. 

Los resultados halagadores que hemos ob- 
tenido nos hacen considerar, quizas con op- 
timismo, que la gastro-piloro-duodenecto- 
mia debe ser adoptada como la intervencién 
de eleccién en el tratamiento quirtrgico de 
las ulceras gastro-duodenales crénicas, por 
ser la que mas logicamente Ilena los requi- 
sitos indispensables para una curacion radi- 
cal. 


SUMARIO 


El autor discute las indicaciones del trata- 
miento quirirgico en la ulcera gastro-duo- 
denal. Aboga por el tratamiento quirurgico 
en todos los casos en los cuales persisten los 
sintomas después de que el tratamiento méd- 
ico ha sido prescrito. 

FE] autor da a conocer 24 casos tratados 
quirurgucamente por él en una serie de 132 
casos observados el afio pasado. Recomen- 
ienda la pilor-gastrectomia extensa como el 
mejor tratamiento, pues es el tinico método 
que elimina la lesion, la antropiloro-duoden- 
itis y la hiperclorhidria. Sefala la importan- 
cia de conttinuar el tratamiento médico por 
algun tiempo después de la operacion. 
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Empyema Thoracis, Complicating 


Pneumococcus Pneumonia 


A MEDICAL AND SURGICAL ANALYSIS OF 74. CASES 


ITALO F. VOLINI, M.D., HUGH B. O’NEIL, M.D., and 
JOHN R. PEFFER, M.D. 


CHICAGO, ILLINOIS 


HIS investigation covers 74 pa- 

tients with empyema thoracis com- 

plicating pneumococcus pneumo- 
nia studied by the specialized pneumonia 
service at the Cook County Hospital, Chi- 
cago, Illinois, over a period of two and one- 
half years, from January 1, 1939, to June 
30, 1941. While 5,023 patients with various 
forms of pneumonia were treated during 
this period, this survey focuses upon the 
2,540 typed pneumococcus pneumonias. 


EMPYEMA AND TYPE OF THERAPY 


This analysis affords an opportunity to 
compare the frequency of the development 
of empyema under the various methods of 
pneumonia therapy. In addition, there is 
presented an analysis of a control series of 
typed pneumococcus pneumonia in which 
no specific therapy, by either drugs or ser- 
um, was used. This particular group was 
obtained at the beginning of the serum 


treatment era, when serum was not obtain- 


able in adequate amount for all patients 
with typed pneumonias. Thus, supportive 
therapy but no specific treatment was em- 
ployed, this group actually amounting to 
untreated cases as measured by our modern 
methods of therapy. 

Table 1 reveals the various methods of 
therapy, including the control group of un- 
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Tas_e 1—EmpyemMa INCIDENCE UNDER VARIOUS 
IForMS oF THERAPY 


No. of No.of Incidence 
Casesof Cases of of 
Treatment Pneumonia Empyema Empyema 
Controls 
(untreated) ........ 225 9 4.0% 
Sulfanilamide........ 90 4 4.4 
1,404 30 | 
322 14 4.3 
Sulfadiazine.......... 108 1 0.9 
Combined serum and 
sulfapyridine....... 221 43 
Excluding controls.2,315 65 2.8 


treated pneumococcus pneumonias, the to- 
tal number of cases of pneumonia and of 
empyema with the percentage incidence. 

Various statistical compilations indicate 
empyema incidence varying from 5.1 to 
10 per cent (Cecil,? Reiman,® Bullowa') in 
pneumococcus pneumonia prior to modern 
therapy. The impression has been quite 
general that the newer modes of treatment 
have greatly diminished pneumococcus em- 
pyema. While too general a deduction of 
this character cannot be drawn, our studies 
would seem to bear out this conclusion. 
Well-known factors, such as age, type of 
infection and so-called empyema years, play 
some part in the frequency of this compli- 
cation. Other points to be mentioned are 
the presence of bacteremia, severe pleural 
pain and the rapidity with which therapy 
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is instituted. For example, Bullowa’ states 
that no case of empyema developed when 
serum treatment was started on the first or 
second day. 

Analysis of Table 1 reveals, however, 
that though the gross incidence of empy- 
ema is less with sulfapyridine and sulfadia- 
zine treatment, there is very little differ- 
ence between results of no specific treat- 
ment and treatment with serum, sulfathia- 
zole, sulfanilamide and a combination. In 
fact, these treated cases show a higher fre- 
quency of empyema than the control group 
of untreated pneumonia patients. 

A most important correction, however, 
is necessary. In the mortality studies car- 
ried out at the Cook County Hospital, the 
incidence of pneumonia deaths prior to 
the modern era of treatment was approx- 
imately 35 per cent. Table 2, illustrating 


TasBLe 2.—PNEUMococcUS PNEUMONIA MortTALItTy 


Treatment Mortality 
Serum with 19.4 


the mortality accompanying various meth- 
ods of therapy, shows the great drop in 
pneumonia mortality. It can be seen roan 
the high mortality figures in the control 
cases and in the sulfanilamide-treated, that 
the empyema incidence in these two groups 
would be much higher when estimated on 
the number of patients who survived the 
pneumonia and who could thus develop 
this post-pneumonic complication. The 
conclusion is thus unescapable that empy- 
ema is a less frequent complication under 
modern methods of pneumococcus pneu- 
monia therapy. Furthermore, patients treat- 
ed with sulfapyridine and sulfadiazine de- 
velop empyema less readily than do those 
treated with serum or sulfathiazole. 


Tas_e 3.—Day on WHICH TREATMENT WAS 


STARTED 
No. of Incidence 
Day Cases of Empyema 


This group of 74 cases was also analyzed 
in an attempt to determine whether an early 
establishment of therapy influenced the de- 
velopment of empyema. (See Table 3.) 
While we might suppose that the earlier the 
therapy for pneumonia is started, the less 
the danger of empyema, the statistical evi- 
dence does not = too strongly in this 
direction. The factor or factors influenc- 
ing the development of empyema are un- 
known. We are on much firmer ground re- 
garding the relation between the outcome 
of pneumonia and the time of beginning 
the therapy, definite observations in this re- 
gard having been published both by us and 
by others. 

Table 4 gives the frequency of pneumo- 
nia and empyema according to years. No 
particular significance is suggested by these 
figures. 

Table’5 presents data on the frequency 
of empyema in the various months of the 
year. These data coincide with those for 
pneumonia frequency. 

Age influences pneumonia mortality to a 
very considerable degree. Empyema inci- 
dence and mortality rates for various dec- 
ades are demonstrated in Table 6. The in- 


TasBLeE 4.—INCIDENCE OF EMPYEMA BY YEARS 


No. of No.of Percentage 

Cases of Cases of of 
Year Pneumonia Empyema Empyema 
1941 (6 months)..... 350 12 3.4 
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TABLE 5.—INCIDENCE OF EMPyYEMA BY MONTHS 


No. of Percentage 

Month Cases of Empyema 
10 13.5 


cidence of pneumonia is directly compa- 
rable to the incidence of empyema. How- 
ever, mortality from pneumonia rises with 
the advancing years, while this table shows 
that the highest mortality in empyema oc- 
curs in the age groups having the greatest 
incidence of empyema. 


EMPYEMA AND PNEUMOCOCCIC TYPES 


From the point of view of the investiga- 
tor in pneumonia research, the study of 
types as related to the development of em- 
pyema is most critical. A reference to Table 
7 reveals twelve different types, also six 
cases in which pneumococci were found but 
not ete Type reports in empyema are 
not frequent in the literature, but our re- 
sults agree with those of Nowak,® Eliason 
and Pfeiffer,* Cecil’ and Finland, namely, 
that type 1 is most frequent, 24 cases of the 


monias. The incidence of type 1 empyema 
is thus 32.4 per cent. 

Cook County Hospital has reported 
through our various contributions a greater 


74 in a group of so1 being type 1 pneu- | 
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incidence of type 2 pneumonias: 564 pa- 
tients, 22 of whom developed empyema, 
constituting 29.7 per cent of the total pneu- 
mococcic empyemas. There were more pos- 
itive blood cultures with type 2 and more 
deaths from empyema. Incidentally, the 
death rate from type 2 pneumonia is much 
higher than from type 1. The percentage 
frequency of empyema in type 1 pneu- 
monia is 4.7 per cent, whereas with type 2 
it is 3.9 per cent. These figures for type 2, 
as to both pneumonia and empyema, are 
not found in other reports in the literature. 
Type 8 contributed 8 per cent of our em- 
pyema cases; types 5, 3, 12 and 15 formed 
small percentages, although they are much 
higher in reports from New York, Boston 
and Philadelphia hospitals. An important 
point is the relatively high percentage of 
empyema incidence in types 19 and 15, in 
reference to the total number of these types 
of infecting pneumococci. 

The deaths from empyema in these 74 
cases numbered 5, or 6.7 per cent, a rather 
low rate, comparing very favorably with 
the death rate of the typed pneumonia ser- 
ies. Of the 2,540 patients 218 succumbed to 
the pneumonia, or 8.5 per cent. 

The observation must be made that as 
the result of modern methods of pneumo- 
nia therapy, the disease is now brought un- 
der control much more rapidly, the exhaus- 
tion and debility from a severe struggle a 
week or more in duration being no longer 
experienced. Complications are fewer un- 
der the new methods of treatment. Conse- 
quently the patient who now develops em- 
pyema is no longer weakened and wearied 
from the bitter, agonizing battle against 
pneumonia. Nowadays the lung lesion is 


TABLE 6.—INCIDENCE OF EMPYEMA AND Mortatity AccoRDING TO AGE 


0-2 2-10 10-20 20-30 30-40 40-50 50-60 60-70 70 
ae coe 1. 6 4 6 29 16. 8 3 1 
Incidence (in %)........ 1.4 8.1 5.4 8.1 39.2 21.5 10.8 4.1 1.4 
Mortality (in %)........ 0 0 0 0 6.9 125 0 0 100 
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TABLE 7.—INCIDENCE OF EMPYEMA AccorDING To PNEyMococcuS 


% of % of 
Empyema Bacter- |§ Empyema Bacteremia Total Total Cases Total Empyema 
Type Cases emia Deaths Deaths Cases of Type Cases (74) 
| ee ar 24 6 1 1 501 4.7 32.4 
22 11 1 564 3.9 29.7 
3 0 0 0 191 4.0 
1 0 1 0 101 0.99 1.3 
3 1 0 0 90 4.0 
1 0 0 0 91 | 
WE Paes 1 1 0 0 270 0.3 1.3 
Bie hem aut 6 3 1 0 167 3.6 8.0 
1 0 0 0 37 1.3 
2 1 0 0 24 8.3 2.6 
MOE saccragitee: 1 0 0 0 16 6.2 13 
3 0 0 0 63 4.5 4.0 
Not typable.. 6 8.0 
Total’....... 74 23 5 2 1,915 


well on the way to recovery and healing 
before the empyema develops. 

We encountered three varieties of em- 
pyema in pneumococcus pneumonia. The 
first form is fortunately rare. It forms part 
of a general sepsis, along with acute pneu- 
mococcic bacterial endocarditis and men- 
ingitis. These patients succumbed. The sec- 
ond variety is not common and is usually 
diagnosed late, but it develops with the 
pneumonia and is known as the synpneu- 
monic variety. The third and most common 
variety is the post-pneumonic. It appears 
after the lung lesion has been almost re- 
solved. 

In our series, diagnosis was made on an 
average of seventeen days after onset of the 
pneumonia, with extremes ranging from 
nine to twenty-nine days. A study of oper- 
ative treatment shpws that the major sur- 
gical technics, such as open or closed drain- 
age, were instituted on the twenty-fourth 
day after the onset of pneumonia, with ex- 
tremes ranging from fourteen to thirty-two 
days. All responsibility for surgical man- 
agement rested on the surgical service after 
the patient’s transfer from the medical serv- 
ice. The surgeons alone made the decisions 
as to technic and mode of management, 
choosing between: 


1. Aspiration treatment. 

2. Intercostal closed drainage by the vari- 
ous described methods, with or without 
lavage with various fluid substances. 

3- Open thoracotomy, with or without 
rib resection. 


Most but not all of the empyema cases 
were transferred to the two special chest 
surgical services, although a i did re- 
ceive treatment on general — services. 
This was particularly true of patients ad- 
mitted directly to the surgical services from 
pneumonia attacks at home. These are not 
part of this study, but will be treated in a 
table a little later. 

Table 8 shows the types and numbers of 
cases treated by each method. Two patients 
refused operation, signed releases and left 
the institution. Their fate is unknown. 


Tas_e 8.—MErTHOops oF THERAPY WITH 
Mortaity RESULTS 


Deaths 
No. of : 
Cases No. % 
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Very obviously open drainage showed 
the best results in our series. The patient 
who died had a type 2 lobar pneumonia 
with bacteremia. He was treated with sul- 
fapyridine. On the ninth day of his pneu- 
monia pus was obtained on diagnostic thor- 
acentesis. Open drainage was instituted on 
the fourteenth day of his pneumonia, and 
he succumbed nineteen days after the on- 
set of the lobar pneumonia. The disease was 
severe, and our analysis indicates that oper- 
ation was not performed too early, as there 
was no evidence of mediastinal flutter, but 
a severe septicemia. 

The patient treated by the closed drain- 
age technic was diagnosed as having em- 
pyema on the sixteenth day of his illness, 


Tasie 9.—BacrertoLocy (125 EmMpyemas) 


No. of Per- 
Organism Cases centage 
Hemolytic streptococcus............ 5 4.0 
Hemolytic Staphylococcus aureus... 6 4.8 


2 
Staphylococcus albus and undeter- 
2 


surgical treatment was instituted three days 
later. He died on the forty-fourth day. His 
pneumonia was a type 1 pneumococcus 
with bacteremia, treated by sulfathiazole. 

Aspiration technic certainly has little to 
recommend it, according to results indi- 
cated in Table 8. It must be stated that all 
3 patients succumbed within six days of the 
aspiration therapy, really before other sur- 
gical procedures could be instituted. The 
patients were 72, 50 and 47 years of age, 
respectively. All were gravely ill. 

In the investigation of the empyema cas- 
es found on the specialized pneumonia serv- 
ice, we decided to total the nonputrid forms 
of empyema found in the Cook County 
Hospital during the same Soong Thus 
there were eliminated those forms compli- 


cating perforating injuries of the chest, car- 


10.—Mortatity Totrat NonpPuTRID 
EmpyeMa Cases (125) 


No. of Deaths 


Service Cases No. % 
PREUMONIA SELVICE ... 0 74 5 6.7 
Direct admissions............ _31 14 27.4 


cinoma of the lung, lung abscess, osteomy- 
elitis and so forth. Fifty-one such empyema 
patients were admitted in addition to the 
74 which the pneumonia service produced. 
Twenty-nine of these 51 were pneumococ- 
cal in origin, as determined by the bacteri- 
ologic study. Table 9 shows the great pre- 
ponderance of pneumococcic empyema, 
103 patients, an incidence of 82.4 per cent. 

It was impossible in most cases to deter- 
mine the date of pneumonia onset, although 
thirty to forty days’ prior duration was 
often suggested. This long duration ex- 
plains the higher death rate and the long 
convalescence. Table 10 shows that the 
death rate was almost five times that of 
patients in which we originally treated the 
pneumonia. 

Table 11 gives data corroborating the 
evidence of Table 8, which indicated the 
operative therapy of the pure pneumococ- 
cic pneumonias. Seventeen nonpneumococ- 


cic empyemas were treated by rib resection ‘ 


and open drainage. In these cases also, such 
treatment gave the best results. 

Surgical mortality today shows much im- 
provement over the operative therapy of a 
decade or two ago. Many factors are re- 
sponsible for this improvement. Patients are 


TaBLe 11.—TREATMENT or 125 EmMpyeMA CASES 


No. of y Deaths 


Treatment Cases No. % 
Open drainage, rib resection. 102 8 78 
Closed drainage............. 15 5 33:39 
Moribund on admission...... 3 8 100 
Left hospital, 

refusing operation......... 2 (?) GB) 
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TABLE 12.—TREATMENT OF NONPNEUMOCOoccIC EMPYEMA CASES 


Deaths Open Deaths Closed Deaths 
Organism Aspiration No. % Drainage No. % Drainage No. % 

Hemolytic 

streptococcus . 0 0 0 3 0 0 Zz 2 100 
Hemolytic 

Staphylococcus 

1 1 100 5 1 20 0 0 0 
Mixed ; 

anaerobes...: 1 1 100 1 0 0 0 0 0 
Streptococcus 

viridans . ’ 0 0 0 Z 0 0 0 0 0 

albus and 

0 0 0 6 3 50 1 0 0 


Total no. of cases 22 
No. of deaths 8 (36.3%) 


now presented to the surgeon in much bet- 
ter condition than previously. Thorough 
bacteriologic studies of sputum, exudate 
and blood, in addition to the physical exam- 
ination and other laboratory tests, contri- 
bute very materially to the various decis- 
ions that must be made. On the basis of 
these data the surgeon can carefully weigh 
the indications and the contraindications of 
the various surgical procedures, recognizing 
the limitations of each. Not to operate too 
soon is just as important as not to operate 
too late. The complications which result 
from poor timing are well known. Com- 
bination of therapeutic surgical procedures, 
such as aspiration or closed drainage used 
until the danger of mediastinal flutter has 
passed, followed by thoracotomy, is an ac- 
cepted combination of methods. Finally, 
the use of the sulfonamide drugs, the ap- 
plication of newer surgical technics, ade- 
quate fluid intake and proper choice of an- 
esthesia, all explain why the results of em- 
pyema therapy show much improvement. 


SUMMARY 


On the basis of 74 cases of empyema ap- 
pearing among 2,540 cases of pneumococ- 
cus pneumonia, the authors conclude that 
empyema is a less frequent complication 
under newer methods of therapy, notably 
sulfapyridine and sulfadiazine. 


Of the 74 patients, 5 died, or 6.7 per cent. 
Mortality occurs in the greatest frequency 
in the third and fourth decades, paralleling 
the age incidence of the complication. Prop- 
er therapy for the pneumonia helps consid- 
erably to prevent empyema mortality. The 
death rate for 51 empyema patients not 
supervised as to pneumonia treatment was 
almost five times that from the specialized 
pneumonia service. Mortality from empy- 
ema was much higher in the nonpneumo- 
coccic than in the pneumococcic series. The 
incidence of empyema was highest in pneu- 
mococci types 1, 2, 8, 3, 5, 15 and 19. 

The various surgical procedures used in 
this series of patients are described. Thor- 
acotomy with rib resection gave the best 
results. The mortality following this pro- 
cedure was 1.6 per cent for the 74 patients. 
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SUMARIO 
El empiema toracico—una complicacion de 
la neumonia producida por neumococos 


En 2540 casos de neumonia producida por 
neumococos, solamente en 74 casos se pre- 
sento el empiema; los autores concluyen 
que después de estarse utilizando la sulfapi- 
ridina y la sulfadiazina el empiema es una 
complicacion menos frecuente. 

De los 74 pacientes 5 murieron (6.7 por 
ciento). La mortalidad occurre con mas pe. 
cuencia en la tercera y cuarta decada. La in- 
cidencia de la complicacién corre paralela a 
la edad. E] mismo tratamiento que se utiliza 
para la neumonia ayuda notablemente a evi- 
tar la mortalidad por empiema. 


La mortalidad de 5 pacientes con empi- 
ema a los cuales no se les instituyo el trata- 
miento para la neumonia fue casi cinco ve- 
ces mayor que en los que fueron tratados. 
La mortalidad por empiema fue mucho 
mayor en los series no neumococicas que en 
las neumocdcicas. La incidencia del empie- 
ma fue mas alta en los tipos neumocécios 


1,2,8,3,5,15,y 19. 


Se describen los procedimientos quirurgi- 


cos usados en esta serie de pacientes. La 
toracotomia con reseccién costal did los me- 
jores resultados. La mortidad aplicando es- 
te método fue de 1.6 por ciento en los 74 
pacientes estudiados. 


FLORIDA GUILD ORGANIZED 


A meeting of the Florida affiliates of the United States 
Chapter of the International College of Surgeons was held 
at the San Juan Hotel, Orlando, Florida, on Sunday, De- 
cember 14, 1941, to organize the Florida Guild. The fol- 
lowing officers were elected: President, Dr. Vale Derwood 
Stone of West Palm Beach; Vice-President, Dr. H. Quillian 
Jones of Fort Meyers; Secretary, Dr. Ralph Averill Gowdy 
of Miami Beach. Members of the Executive Committee in- 
clude Dr. Julien C. Pate, Dr. Gowdy, Dr. Stone, and Dr. 
Jones. A Teaching Guild will be held in Miami Beach, Flor- 


ida, on March 10, 1942. 
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Peritonitis 


D. C. ENLOE, M.D., F.A.CS., FICS. 
SHERMAN, TEXAS 


HE..importance of the subject of 

peritonitis is indicated by the fact 

that of the 300,000 operations for 
appendicitis performed yearly in the United 
States, there are 20,000 deaths from peri- 
tonitis. It is exceeded as a cause of death 
only by pneumonia and accidents. 

The purpose of this paper is to review 
the various methods now accepted in the 
treatment of peritonitis. There are a few 
principles so generally accepted that they 
should be considered axiomatic. However, 
preliminary to a discussion of the methods 
of handling, a review of the anatomic and 
physiologic factors concerned will assist in 
establishing the rationale of these principles. 


ANATOMIC AND PHYSIOLOGIC FACTORS 


The peritoneum has a large surface with 
multiple visceral relations and a generous 
supply of lymph spaces; in addition, blood 
vessels occupy the subperitoneal tissues, 
which explains the marked tendency to 
prompt reaction to infection, trauma and 
chemical agents. 

Schecter believes that in an inflamed 
peritoneal cavity the laws of diffusion and 
osmosis govern the absorption of substance 
other than proteins. Soto thinks that soluble 
substances are absorbed by the blood 
stream, particulate matter by the lymphat- 
ics, especially those of the omentum and 
diaphragm; when blocked, soluble sub- 
stances are readily absorbed but particulate 
matter is not. Risi is of the opinion that 
bacteria are absorbed by both the lym- 
phatic and blood systems, and disappear 
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from the blood earlier than from lymphat- 
ics. If a local peritonitis is caused by bac- 
terial infection, there is a local slowing of 
peristalsis, which can be corrected by in- 
travenous saline or blood, and normalcy 
thus approached. Hence, the problem is a 
complex one, involving not only the serous 
membrane itself, which has an area equal 
to that of the skin, but also the functions of 
the numerous: contained organs. Imanaga 
believes that the lowered blood pressure and 
slowing of the blood stream in diffuse peri- 
tonitis result in atony of the gut, loss of 
peristalsis, lowering of pH and of the sodi- 
um chloride content of the blood. 

Absorption is hastened by many factors. 
The action of the diaphragm tends to pro- 
mote absorption from the peritoneum in 
the upper part of the peritoneal cavity. The 
increase in the intra-abdominal pressure 
hastens absorption from the peritoneum so 
long as the increase is not sufficient to re- 
tard the return flow of blood. After this 
point the increased pressure tends to delay 
absorption. Absorption is the most impor- 
tant characteristic of the normal perito- 
neum. Anything that interferes with the 
factors upon which absorption depends 
gives rise to the symptoms of peritonitis. 
The peritoneum is able to protect itself by 
bactericidal potency and the production of 
plastic exudates; without these protective 
powers, peritonitis would be a much more 
fatal disease. However, this is no reason not 
to come to its rescue at the earliest possible 
moment. 


BACTERIOLOGY 


The understanding of the bacteriology 
involved is of the utmost importance, for 


ty 
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peritonitis is a specific infection acting only 
under favorable or inviting conditions and 
depending upon the virulence and rapidity 
of invasion of the organisms. The bactert- 
ology is dependent somewhat on the seg- 
ment involved. The stomach and upper di- 
gestive tract are frequently sterile, but ste- 
rility is lost in the ileum and colon. The 
prevailing organism in perforative appen- 
dicitis and pelvic peritonitis is the colon ba- 
cillus; however, the streptococcus is found. 
Furthermore, more than one organism may 
be present and the toxicity greatly in- 
creased by synergy. Perforative appendi- 
citis is the most common cause, followed 
in order by peptic ulcer and perforated 
gallbladder. ‘Tubercular, pneumococcic, 
and gonococcic peritonitis are not perfora- 
tive as a rule. 

Aseptic types due to mechanical injury, 
blood, bile, urine and digestive juices sub- 
side without serious consequences unless 
bacterial organisms are present. 

Pneumococcic peritonitis should not be 
operated upon, but treated by typing, spe- 
cific sera and chemotherapy—sulfathiazole 
or sulfapyridine— in addition to the general 
methods applied in all types of peritonitis. 

Gonococcic peritonitis should likewise 
be treated by chemotherapy, notably sul- 
fathiazole, and the general principles ap- 
plied, as will be subsequently discussed 
under the treatment of peritonitis from rup- 
tured appendixes. 


CONTROL OF DISTENTION 


In peritonitis there is a tendency toward 
bowel distention, and in this lies the real 
danger and cause of death. Without disten- 
tion perforative lesions are rarely fatal. 
Thus it is logical to control distention of 
the small bowel and stomach in the treat- 
ment of peritonitis. The methods of control 
of distention are: 

1. Use of suction by an indwelling Le- 
vine tube, following the method introduced 
by Wangensteen. 


2. Stimulation of tone by intravenous 
injections of sodium chloride and plasma. 

3. Stimulation of tone and contraction 
by morphine. 

4. The maintenance of water balance. 
This is of paramount importance, and 
should be of such quantity that the twenty- 
four hour output of urine is from 1,000 to 
1,500 cc. There is usually vaporization of 
2,000 cc. daily; hence the fluid intake 
should be around 3,500 cc. in twenty-four 
hours. 

5. The maintenance of chemical balance, 
especially the chloride balance. ‘This is most 
important when there is vomiting. Five per 
cent dextrose in from 1,000 to 2,000 cc. of 
normal saline solution, plus 5 per cent dex- 
trose in distilled water to make 3,500 cc. 
daily, are usually required to maintain 
chloride and water balance. Chloride deter- 
minations are important in estimating the 
amount given. 

Transfusions of blood plasma are of in- 
estimable value in controlling hypopro- 
teinemia and combating shock. These indi- 
cations are evidenced by a slowly falling 
blood pressure and a rising pulse rate, re- 
gardless of the appearance of the patient. 
A rapid fall in the white or red blood count 
should also be controlled by repeated blood 
transfusions. 

In a state of anoxemia, oxygen given by 
tent is helpful. 

Temperature control is important and 
may be effected by sponging. During very 
hot weather the patient should be kept 
cool. 


TREATMENT OF APPENDICITIS 


To reduce the great number of deaths 
from appendicitis, the chief cause of peri- 
tonitis, the following principles should 
guide us: 

1. Treat every case of appendicitis as an 
acute emergency, and delay operation only 
long enough to replenish fluids, electrolytes 
and blood proteins. 
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2. Make a McBurney incision; do not 
manipulate bowels; and always remove the 
appendix, if it can be done, without manip- 
ulation. 

3. Facilitate the operative procedure by 
use of spinal anesthesia. 

4. Give the bowels a rest by refraining 
from use of enemas and proctoclysis; fol- 
low the general principles of control of dis- 
tention. 

5. Lastly, use sulfanilamide intraperi- 
toneally and in the muscle and subcutane- 
ous tissue. The therapeutic sulfanilamide 
level should be maintained either by sub- 
cutaneous administration or by administra- 
tion through a Levine tube. 


USE OF SULFANILAMIDE 


Until Jensen in 1939 obtained such fa- 
vorable results with local application of sul- 
fanilamide in cases of compound fracture, 
this form of therapy was viewed with 
skepticism. The rationale of this therapy is 
based upon the fact that sulfanilamide im- 
planted in wounds is rapidly taken up by 
the wound secretions to form a locally 
saturated solution of the compound. Thus 
an extremely high concentration of the 
drug is achieved in the zone immediately 
surrounding the wound; while, since ab- 
sorption is spread over a period, the con- 
centration remains within safe limits. 

Recent experimental work at the Mayo 
Clinic in the use of sulfathiazole shows 
more delayed absorption of the drug, which 
elicits a marked foreign body reaction, 
greatly enhancing the local defense mech- 
anism. 

Recently we have begun the administra- 
tion of o.8 per cent of sulfanilamide in 
Hartman’s solution, from 400 to 700 cc. giv- 
en subcutaneously, particularly in those 
cases of nausea and vomiting or extreme 
distention that do not permit the closing of 
the Levine tube. Oral ingestion is by far 
the most desirable method, because it al- 
lows ready absorption, absorption is con- 
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tinuous, and with regular administration a 
fairly stable blood level can be maintained. 
This supplements the instillation of from 
12 to 20 grams, approximately two-thirds 
in the abdomen and one-third in the layers 
of the abdominal wall. Oral or subcutane- 
ous administration should be continued 
until the temperature remains normal from 
one to three days. Sulfanilamide is more 
rapidly absorbed than sulfathiazole or sul- 
fapyridine, and the rapid absorption pro- 
vokes little or no foreign body tissue re- 
action. Nor does it appear that local implan- 
tation of sulfanilamide to raw surfaces of 
wounds significantly retards the process of 
healing. 

Clinical evaluation of this method of 
handling is warmly enthusiastic. Thomp- 
son, Brabson and Walker of the Surgical 
Service of Roosevelt Hospital, New York 
City, consider every case of appendicitis an 
acute emergency and delay operation only 
long enough to replenish fluids, electrolytes 
and blood proteins. In the very critical case 
that will not withstand operation even 
under local anesthesia there should be a de- 
lay only until fluid balance is established 
and a blood transfusion is given. A McBur- 
ney incision is routinely employed; drain- 
age is placed in the pelvis and to the stump. 

In 1940 Thompson, Brabson and Walker 
began placing sulfanilamide directly in the 
peritoneal cavity. They recommend 8 
grams intraperitoneally and 4 grams in the 
muscles; however, if profuse drainage is 
present, a total of 20 grams may be used. 
Following this procedure the blood level 
rises promptly, reaching a maximum in 
14.7 hours. Peritoneal absorption is much 
more rapid than absorption from the mus- 
cles. Unless supplemented by oral or sub- 
cutaneous administration, the drug disap- 
pears from the blood in from sixty to sev- 
enty-five hours. In 152 acute, 21 abscessed 
and 31 diffuse cases of peritonitis, there 
were no deaths. 

Among neglected cases in the John B. 


534 JOURNAL OF THE INTERNATIONAL COLLEGE OF SURGEONS 


Gaston Hospital at the University of Ten- 
nessee, after beginning the administration 
of sulfanilamide intraperitoneally (up to 
20 grams) and the use of plasma for hypo- 
proteinemia, there were only 3 deaths in 
48 cases: 1 from pneumonia, 1 from peri- 
tonitis and 1 from subdiaphragmatic ab- 
scess. 

In our own series of 249 cases of appen- 
dicitis treated since January, 1940, 40 of 
which were gangrenous and ruptured with 
evident spreading peritonitis, we had only 
3 deaths: one a hypertensive, obese woman 
64 years of age, who died of coronary 
thrombosis; an obese man 62 years of age, 
who on admission was cyanotic, evidencing 
passive congestion of the lungs and marked 
albuminuria; and a woman 52 years of age 
showing evidence of chronic avitaminosis, 
dehydration, abdominal distention and a 
localized mass on the left side that proved 
to be a ruptured appendix in the left iliac 
region. 

In addition to the cases of peritonitis due 
to appendicitis, we have had 2 cases of 
pneumococcic or era cured by oral ad- 
ministration of sulfapyridine. Three cases 
of gonorrheal peritonitis were relieved by 
oral administration of sulfathiazole. We 
have had 2 spectacular recoveries from 
gunshot wound of the abdomen by sutur- 
ing penetrations of all viscera and giving 
intra-abdominal instillations of sulfanila- 
mide. Other general principles of treatment 
of peritonitis were Followed in this series 
of cases. 


CONCLUSIONS 


In the treatment of 47 cases of peritonitis 
due to: 
Ruptured appendix...... 40 


Gonorrheal peritonitis... 3 
Pneumococcic peritonitis. 2 
Gunshot peritonitis...... 2 


only 3 deaths occurred: 1 from coronary 
thrombosis, 1 from pneumonia and 1 from 
left-sided appendical abscess. To obtain this 


satisfactory outcome, these procedures were 
followed: 

1. Use of suction to control distention. 

2. Stimulation of tone by intravenous use 
of sodium chloride. 

3. Stimulation of tone and contraction 
by use of morphine. 

4. Maintenance of water balance in such 
quantity that the twenty-four hour output 
of urine was from 1,000 to 1,500 cc. 

5. Maintenance of chemical balance, 
especially chlorides. 

6. Control of hypoproteinemia and shock 
by administration of plasma or blood trans- 
fusion. 

7. Making a McBurney incision and not 
manipulating the bowels. 

8. Use of spinal anesthesia for complete 
relaxation. 

g. Giving bowels a rest by avoiding the 
use of enemas or proctoclysis. 

10. Instillation of sulfanilamide intra- 
peritoneally and in muscles and subcutane- 
ous tissue, and maintenance of therapeutic 
sulfanilamide level of the blood by oral or 
subcutaneous administration of sulfanila- 
mide. 

11. Regarding every case as an acute 
emergency, and operating as soon as fluid 
balance is obtained and hypoproteinemia 
controlled. 


SUMMARY 


The anatomic and physiologic factors in- 
volved in peritonitis are discussed by the 
author. The location and bacteriology of 
the infection are described, and a series of 
cases analyzed. The use of spinal anesthesia 
to prevent mobility in the manipulation of 
the intestines is stressed, also the use of the 
McBurney incision. The employment of 
sulfanilamide powder as a chemothera- 
peutic agent and of blood transfusions to 
increase resistance and to combat hypopro- 
teinemia are discussed. 

The mechanical effects of distention are 
controlled by: use of suction, stimulation 
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of tone by intravenous-sodium chloride and 
stimulation of tone and contraction by mor- 
phine. The i importance of fluid balance and 
urinary output is stressed. The semi-sitting 
posture to increase vital capacity is advo- 
cated. Temperature control, particularly in 
hot weather, is important. 
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SUMARIO 


Peritonitis 


E] autor discute los factores anatémicos y 
fisologicos que se presentan en las peritonitis. 
Describe la localizacién de la infeccién asi 
como su causa bacteriolégica y analiza una 
serie de casos. Da mucha importancia al uso 
de la anastesia espinal para prevenir la mov- 
ilidad en las manipulaciones del intestino, 
también el uso de la incision de McBurney. 
Discute el empleo de la sulfanilamida en pol- 
vo como agente quimioterapico y las trans- 
fusiones sanguineas para aumentar las resist- 
encias y combatir la hipoproteinemia. 

Los efectos mecanicos de la distencién se 
controlan por: el uso de la succién, estimu- 
lacién del tono con injecciones de cloruro 
de sodio y estimulacién del tono y de la con- 
traccion con morfina. Da mucha importani- 
cia al balance de los liquidos y a la cantidad 
de orina excretada asi como a la posicién 
semi-sentada pues aumenta la capacidad vit- 
al. El control de la temperatura particular- 
mente en climas calientes es importante. 
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Malignant Melanoma 


FRANK H. BAEHR, M.D. 


SPRINGFIELD, MASSACHUSETTS 


HAVE been prompted to discuss brief- 
ly the subject of malignant melanoma 
for two reasons: first, it is universally 
recognized as the most malignant of neo- 
plasms; second, being a condition which is 
not uncommon at the Westfield State Sana- 
torium (Cancer Division), I have been af- 
forded a good opportunity for study. 
Cutler and Buschke’ state that malignant 
melanomas occur most commonly in the 
skin and very rarely in the eye, meninges 
and mucous membranes. These tumors may 
originate in three different ways: (1) by 
traumatism, or irritation or persistent treat- 
ments of a benign pigmented nevus (mole) 
by means of chemical or electrical agents; 
(2) by sudden development of a small 
black or brown spot on previously normal 
skin; and (3) by a pre-existing precancer- 
ous melanosis, characterized by melanotic 
spots occurring in individuals around 40 
years of age and suddenly becoming malig- 
nant. 
In the series of 156 patients which were 
reported by Nathanson and Welch,’ 63 
were males. Their youngest patient was 2 
years of age and their oldest, 93. The me- 
dian age was 53, of the males 49, of the fe- 
males 55; 49.2 per cent were between the 
ages of 49 and 66. In Pack and LeFevre’s’ 
series of 208 cases, the average age was 48. 
Adair’ reported that between 1917 and 
1935, 400 cases of malignant melanoma 
were admitted to the Memorial Hospital. 
The disease was classified as primary and 
operable in 70, and 33 per cent survived the 
five-year period. Fifty-five cases were re- 
current but operable, with 27 surviving the 
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five years. Of the 267 cases, primary and 
recurrent, which were admitted previous to 
1931, there was a five-year survival rate of 
14.5 per cent. 

‘Miescher’ reported the incidence of ma- 
lignant melanoma to carcinomas of the skin 
as 1 to 20. Cutler and Buschke’ stated that 
the majority of early malignant melanomas 
arise from previously benign nevi. In Mie- 
scher’s’ series of 35 cases there was evidence 
of a previous nevus in 15. In a survey of 
300 afflicted individuals in 1936, Pack’ no- 
ticed that they usually had as many as 
twenty moles. 


CLINICAL COURSE 


Malignant melanomas run a variable clin- 
ical course. They usually are irregular in 
outline and are elevated. Pigment is gener- 
ally present, varying in color from a light 
brown to a brownish black. As a general 
rule, according to our observations, no hair 
is present. 

The neoplasm may remain quiescent for 
a short while or may grow intermittently. 
The rate of growth may be slow or rapid. 
The nearby skin sometimes becomes thick- 
ened and ulcerated in advanced or rapidly 
growing cases. The regional lymph nodes 
become involved very early in the disease. 
The metastatic nodular invasion may be 
limited to one or two nodes at first, but 
may soon spread very rapidly. On the other 
hand, the metastatic lymph nodes may be 
larger than the original melanotic disease. 
On very rare occasions no pigment will be 
present in the tumor (amelanotic melano- 
ma), though pigment may be found in the 
same metastases. 

As a rule, regional metastases indicate 
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that there are distant metastases. Often the 
primary metastases appear in the periphery 
or skin of the melanoma, and some small 
skin nodules may appear early around the 
tumor. Occasionally, there will be a rapid 
and widespread general metastases through 
the blood stream, involving all organs. When 
widespread metastases exist, melanuria may 
be present; that is, the recently voided 
urine, which usually is not discolored, will 
turn to black or dark brown after exposure 
to the air. 

If a benign nevus becomes infected, its 
appearance may simulate that of a malig- 
nant transformation. However, proper local 
treatment may cause it to subside. Malig- 
nant melanomas, like benign melanomas, 
occur usually in the skin of the upper ex- 
tremities, namely, the face, neck, upper 
arm and back. The malignant melanoma 
may also appear on the genitalia and feet, 
where the benign nevus occurs only very 
rarely. 


TREATMENT 


At the present time there is only one 
proper method of treatment, and that is 
wide and deep excision of the lesion. Some 
surgeons claim that the electrosurgical knife 
has some advantages over the scalpel, be- 
cause it seals the lymph channels and blood 
vessels as it cuts. Of all neoplasms, the 
malignant melanoma is the most radioresist- 
ant of them all, so radiation is rarely of any 
avail. A biopsy should not be done unless 
the tumor is first removed by wide and 
deep excision and then examined. 

A local anesthetic should never be used 
directly into the tumor area, as the intro- 
duction of the anesthetic fluid can easily 
cause the malignant cells to spread to the 
regional lymph nodes. Regional or nerve 
block is very satisfactory. Either general 
or spinal anesthesia should be used in many 
of the cases, depending upon the location 
of the malignancy. 

It is not practical to remove quiescent 


benign pigmented moles which are not 
being chronically irritated or traumatized 
unless there is evidence of malignant trans-_ 
formation. It is not uncommon for benign 
melanomas to fulminate suddenly and me- 
tastasize rapidly following the use of chemi- 
cal or electrocoagulation. With this im- 
proper type of treatment, the central por- 
tion of the tumor is usually destroyed, and 
the stimulated peripheral portions are quick- 
ly transformed into malignant lesions, usual- 
ly leading to rapid and untimely death of 
the patient. 

Let me reemphasize, early and careful 
diagnosis with wide and deep excision of 
the malignant melanoma gives the patient 
his only chance for life. 


SUMMARY 


Malignant melanomas, the most malig- 
nant of new growths, occur in all ages and 
both sexes. One author states that the in- 
cidence of malignant melanoma to carcin- 
oma of the skin is 1 to 20. Other authors 
report that the majority of cases arise from 
previous benign nevi. The metastases may 
be many times larger than the original le- 
sion, so size is no criterion of malignancy 
or speed of metastasis. 

Early and careful diagnosis, along with 
wide and deep excision, gives the patient 
his only chance for life. Local anesthetic 
should never be used directly into the 
tumor area for fear of spreading malignant 
cells. Electrocoagulation of the growth 
should never be used. Radiation is rarely 
of any avail. Nonirritated quiescent benign 
moles should not be removed unless there is 
evidence of malignant transformation. 
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SUMARIO 
Melanoma maligno 


FE] melanoma maligno ocurre en todas 
las edades en ambos sexos. Dice un autor 
que la proporcién del melanoma maligno 
al carcinoma de la piel es de 1 4 20, Otros 
autores refieren que la mayoria de los casos 
proviene de un “nevi” benigno previo. Las 
metastasis pueden ser mucho mayores que 
la lesion original, asi es que el tamafio no 


puede normar el criterio ni en cuanto a ma- 
lignidad ni en cuanto a rapidez de la me- 
tastasis. 

Un diagnéstico temprano y cuidadoso, 
junto con una extirpacién amplia y pro- 
funda son la Unica oportunidad que hay 
para salvar la vida del paciente. Jamas debe 
usarse anestésico local directamente en el 
area del tumor, por temor a esparcir las 
células malignas. Minca debe usarse la elec- 
tro coagulacién. Rara vez sirve la radiacion. 
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Experience with Silk Sutures in General Surgery 


RALPH V. BYRNE, M.D., F.A.CS. 
LOS ANGELES, CALIFORNIA 


HE controversy, silk versus catgut 

as suture material, is still unsettled. 

The fact that silk does not absorb, 
while catgut is an absorbable material, 
makes certain precautions necessary in its 
use. The abuse of these precautions is prob- 
ably the foundation for much of the pre- 
vailing controversy. 

The surgical ideal for sutures and liga- 
tures is material which will retain its ten- 
sile strength until healing is complete, cause 
no reaction in the tissue in which it is 
placed and be quickly absorbed with the 
least possible tissue reaction. At the present 
time there is no suture material that fulfills 
all these requirements. However, fine silk 
more nearly meets them than any material 
now available. There are certain disadvan- 
tages in the use of a nonabsorbable suture 
material, but these disadvantages can be 
overcome by meticulous attention to cer- 
tain details. 


HISTORY OF USE 


Paré, in 1535, was the first to use silk. 
Silk was favored by many surgeons until 
the time of Lister, who believed silk led to 
infection and sinus formation. In 1880 
Kocher, who was having considerable diffi- 
culty in the use of catgut because of the 
problem of sterilization, began to use silk 
in thyroidectomies. One year later, while 
visiting Kocher, Halsted was impressed 
with the uniformly good results obtained 
with the use of silk. He introduced silk at 
his clinic at Johns Hopkins University and 
so ably trained were his assistants that “silk” 
and the “Halsted technic” have become 
synonymous terms in this country. 


Since its use by Halsted, silk has been 
held in alternate favor and disfavor by 
many surgeons, though a few who were 
well trained in the use of silk have silently 
persisted with excellent results. More re- 
cently it has enjoyed much popularity, and 
its use has been advocated by Whipple, 
Shambaugh, Oschner and others. 


EXUDATIVE PHASE OF HEALING 


Any suture material placed in a clean 
wound constitutes a foreign body, and the 
reaction of the tissues is directed toward its 
removal or encapsulation. Clinically, the 
healing of wounds produces in the tissues a 
phase of exudation and a phase of fibro- 
plasia. 

The exudative phase is the same as that 
occurring in the tissues in the presence of 
inflammation and is characterized by serum, 
lymphocytes and polymorphocytes, swell- 
ing and edema, and is directed toward the 
removal of necrotic tissue and the digestion 
and absorption of the catgut. The amount 
of the reaction and the time required for 
its completion depend on the character of 
the sutures, their size and bulk, the amount 
of necrotic tissue and the presence of stran- 
gulation. 

Many catgut sutures are impregnated 
with chemicals for the purpose of delaying 
this process and protecting the wound from 
separation before healing has been com- 
pleted. Heavy catgut sutures with bulky 
knots call forth a greater exudative reac- 
tion, with more serum in the tissues, than 
do those of a finer caliber. The presence of 
necrotic tissue as the result of mass ligation 
or trauma during dissection, or strangula- 
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tion of the healing areas by stay sutures, 
predisposes to infection and retards healing. 
Excess blood and serum in a healing wound 
increase the incidence of complications, as 
low-grade infection is always present, being 
introduced from the air in the operatin 
room and from the skin and hair follicles in 
sewing. 

During this phase of healing the tensile 
strength of the wound decreases, remaining 
low until the exudative reaction has been 
completed and fibroblasts are seen. 


FIBROPLASIA 


The second phase, fibroplasia, awaits the 
completion of the exudative reaction and 
the removal of the products of necrosis and 
autolysis. Any delay in the phase of exuda- 
tion delays the stage of healing. Howes' has 
demonstrated that the exudative reaction in 
the presence of silk sutures and ligatures is 
minimal and prompt, and that there is a 
rapid production of fibroblasts with infil- 
tration and encapsulation of the individual 
fibers of the silk. 

The period required for this change is 
clinically very short, with a marked ab- 
sence of swelling and edema in the tissues 
and the complete absence of a lag period in 
the tensile strength of the wound. The 
strength of the wound during the period of 
healing is of considerable importance. The 
usual catgut suture is absorbed in ten to 
fifteen days, at which time the wound is 
sufficiently strong to withstand ordinary 
stress and strain. In the presence ‘of unusual 
reactions, such as allergy, infection or other 
factors leading to rapid absorption, the 
wound becomes greatly inferior in strength. 
This variability in the rate of absorption of 
catgut makes it frequently necessary to em- 
ploy larger than normal sizes and consti- 
tutes one of its greatest disadvantages. 


TENSILE STRENGTH 


Comparison of the initial tensile strength 
of silk and catgut reveals very little differ- 


ence between the two types of material. 
For clinical purposes the strength of a su- 
ture need be no more than the strength of 
the tissue in which it is placed. Sham- 
baugh,* in studying this problem by means 
of sutures placed in the rectus sheath of 
humans, found that an average tension of 
2¥, pounds was sufficient to pull the su- 
tures out of the tissues. 

The added safety factor of silk is that the 
original strength of the suture is maintained 
throughout healing and in the face of any 
complication. Strength is combined with 
smaller bulk. The great disadvantage in the 
use of silk is that in the presence of infec- 
tion the sutures act as a foreign body and 
must be removed. 


PRECEPTS IN USE OF SILK 


Simple substitution of silk for catgut su- 
ture material will lead to disaster unless cer- 
tain precepts are rigidly followed. These 
are taken from Halsted and outlined by 
Whipple:* 


1. Tight sutures must be avoided because 
of subsequent tissue necrosis. 

2. Mass ligatures should not be made for 
the same reason. 

3- Blunt dissection or dissection other 
than with a sharp knife leads to the same 
tissue necrosis. 

4. Hemostasis should be made with a 
small forceps, catching only the artery. 

5. Only the finest grade of silk should 
be used. 

6. Sutures that do not break are too 
strong. 

7. A combination of silk and catgut in 
the same field is to be avoided. 

8. Silk should be used only in a sterile 
field. 


These precepts are self-explanatory, and 
careful study of them reveals underlying 
surgical principles that should apply not 
only to the use of suture material but to all 
surgical procedures. 


EXPERIENCE WITH SILK SUTURES IN GENERAL SURGERY 


USE IN DIFFERENT OPERATIONS 


For operations on the thyroid gland, fine 
silk has several advantages over catgut. In- 
fection in the neck is rare, but the inci- 
dence of serum following operation is so 
commonplace that the surgeon comes al- 
most instinctively to fix a drain to the thy- 
roid bed féllowing removal. The amount 
of drainage varies and usually is not trouble- 
some; however, in the healing that follows, 
the scar may become adherent to the tra- 
chea at the site of drainage and leave an un- 
sightly scar. The use of silk sutures and lig- 
atures in this field results in a clinically 
complete absence of serum, which allows 
closure without drainage (Dunphy and 
Botsford* report an incidence of 15 per 
cent in 341 Cases). 

The repair of hernia offers a fine field 
for the clinical testing of suture material, 
because in this operation clean, rapid heal- 
ing is most imperative. Infection constitutes 
- a serious complication. Parsons’ reports 458 
cases with 3.5 per cent infection. 

The greatest amount of work done re- 
cently in the use of fine silk sutures and 
ligatures has been reported by Whipple,° 
who uses this method in closing the ab- 
domen in all clean cases. His latest report 
cites 1,035 cases, with an incidence of in- 
fection amounting to 5.4 per cent; disrup- 
tions were only 1.2 per cent. In his experi- 
ence silk is preferable to catgut in the clos- 
ing of clean abdominal wounds. 


AUTHOR’S EXPERIENCE 


The material for the present survey con- 
sisted of 50 patients upon whom major sur- 
gery was performed in the course of rou- 
tine private practice in three private hos- 
pitals, regular interns acting as assistants. 
For the purpose of better statistical study, 
the cases were divided into thyroidectomies, 
herniotomies and abdominal closures fol- 
lowing major surgical procedures in the 
abdomen and pelvis. (See Fig. 1.) All were 
clean surgical cases. 
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There was no infection in the series of 
50 cases. By infection is meant not only the 
presence of pus, but also serum in the 
wound or any separation found in the 
wound during the patient’s convalescence. 
As Meleny has so well pointed out, many 
infections in surgical wounds produce 
serum or merely prohibit normal repair 
without the production of pus. 

The average morbidity for the total num- 
ber of cases was 9.02 hospital days. The 
average postoperative temperature for the 
50 cases became normal on the fourth day 
following surgery. 


50 CASES 

NO INFECTION 
MORBIDITY—9.02 
TEMPERATURE — 4th day 
FOLLOW UP-—7.2 months 


8.7 Days 
9 Months 


Fig. 1. Results obtained with silk sutures. 


7.1 Days 
10 Months 


8.09 Days 
8 Months 


All of these cases have been followed up 
for an average period of 7.2 months, many 
for periods ranging from twelve to eighteen 
months. In none of the 50 has it been found 
necessary to remove any of the silk that 
was used in the course of the operation or 
in suturing the abdominal incision. 

It is not the wish of the author to create 
the erroneous impression that the use of 
silk in surgery does not lead to certain com- 
plications. However, it is his experience 
that the incidence of complications incur- 
red in the use of silk sutures is véry slight, 
in this series of 50 cases no complication of 
any kind being encountered. 
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Fig. 2. Method of closure. 


Thirty-three of the cases studied in- 
volved abdominal closures following major 
pelvic and abdominal surgery. The incisions 
used were right rectus, both high and low 
in the abdominal wall, and low midline ab- 
dominal incisions. The closures were made 
by using a continuous suture of no. C 
Deknatel plain surgical silk for the peri- 
toneum. (See Fig. 2 for method.) The deep 
fascia was approximated with interrupted 
sutures of no. 1 Deknatel plain surgical 
silk. No stay sutures were used and the 
skin was closed with clips. The average stay 
in the hospital was 8.7 days and the aver- 
age postoperative follow-up was nine 
months. 


Ten of the patients in this series under- 
went hernia repair—inguinal, femoral and 
several large incisional hernias. Because the 
technic used was the same, they are all in- 
cluded under the heading of herniotomy. 
No. 1 silk, with interrupted sutures, was 
used for the complete repair in each case. 
The average morbidity was 8.09 hospital 
days, the follow-up eight months. 

Seven of the cases were thyroidectomies 
for various types of pathology of the thy- 
roid gland. In these no. C silk was used for 
ties and no. 1 silk for ligating the superior 
and inferior thyroid vessels. The skin in- 
cision was closed with clips. Average mor- 
bidity for these cases was seven days, fol- 
low-up ten months. It is interesting to note 
that in these cases no drains were used, and 
there was no postoperative serum. 

In all of the 50 cases no. C silk was used 
wherever possible for ties and ligatures; no. 
1 was the largest employed. It was interest- 
ing to learn that no. 1 silk had ample 
strength for many of the surgical proced- 
ures for which it was used, and that in 
tying large blood vessels the knots seemed 
much more secure than those of the heavier 


catgut which had been used previously. 


SUMMARY 


Fifty major surgical cases are reported 
in which fine silk has been used as suture 
and ligature material; these include thyroid- 
ectomies, herniorraphies and closure of ab- 
dominal incisions. A marked lowering of 
morbidity in all operations was noted. It 
was the impression that there was smoother 
postoperative convalescence and better 
wound healing. There were no infections 
and an average follow-up period of seven 
and a half months revealed no complica- 
tions. 

In the thyroidectomies there was a com- 
plete absence of troublesome serum postop- 
eratively which permitted closure without 
drainage. Silk makes an ideal suture material 
in the repair of hernia. It is to be emphasized 
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that mere substitution of silk for other su- 
ture material is not sufficient to warrant 
good results. Meticulous care must be used 
in the handling of tissues, and silk must not 
be used in the presence of infection. 
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SUMARIO 


Resultados con el uso de la seda en la 
cirurgia general 


Se dan a conocer cincuenta casos de cirur- 
gia mayor en los cuales se utilizé la seda 
como material de sutura y ligadura; en 


estos casos se incluyen tiroidectomias, her- 
niorrafias y cierre de incisiones abdominales. 
Se notéd una marcada disminucién en el 
estado patalogico de todas las operaciones 
y se tuvo la impression de que el post- 
operatorio y la convalescencia fueron mas 
benignos y que la cicatrizacion de las heri- 
das fue mas rapida. No hubo infeccién y 
en un promedio de siete y medio meses 
después de la operacién no hubo complica- 
ciones. 

En los tiroidectomias hubo ausencia de 
serosidad post-operatoria, lo cual permitio 
cerrar la herida sin dejar canalizacion. La 
seda constituye un material de sutura ideal 
en la reparacion de la hernia. Hay que 
seualar que la simple sustitucion de la seda 
por otros materiales de sutura no es lo 
suficiente para garantizar resultados satis- 
factorios. Especial cuidado debe de tenerse 
al manejar los tejidos. La seda no debe em- 
plearse en prescencia de una infeccion. 


INTER-AMERICAN EXCHANGE TRAINING 


Professor Herman de las Casas, Dean of the University 
of Caracas, Venezuela, has been appointed Chairman of the 
Inter-American Exchange training activities. Those desiring 


further information please communicate with Professor 


Herman de las Casas, Sarria, Caracas, Venezuela. 
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Surgical Technic in Cancer of the Breast 


WILLIAM SEAMAN BAINBRIDGE, M.D., Sc.D., C.M., Litt.D., F.LC.A., F.LCS. 


NEW YORK CITY 


HE end results of surgical treat- 

ment in breast cancer depend large- 

ly on careful application of the 
knowledge of the avenues of extension of 
the disease. In fact, the whole subject of 
mammary malignancy should be approached 
with this primary knowledge as a basis for 
treatment. Whatever systemic factors may 
contribute to the etiology of cancer, it is 
considered today essentially a local process 
in its beginning. Therefore, timely removal 
is the objective. We know that extension 
occurs through the lymphatics and blood 
vessels and by continuity and contiguity. 
Adequate surgery must block all these 
routes of dissemination and remove all mi- 
croscopic and macroscopic evidence of the 
disease, or it is not complete and cure can- 
not be hoped for. 

The chances of cure of a patient with 
cancer are often greatly decreased through 
lack of understanding on the part of the 
patient and lack of care on the part of the 
examining doctor and even of the operator. 
A woman who discovers a lump in her 
breast and frequently handles it thereby 
lessens her favorable chances if malignant 
disease is already present, for the wrong 
kind of manipulation may very readily 
scatter cancer cells. The examining doctor, 
by rough handling of the breast tissue, is 
also in a position to jeopardize the future 
of his patient. The surgeon who permits a 
breast to be scrubbed forcibly in prepara- 
tion for operation is equally guilty. 

In his classical experiment on waltzing 
mice, Tyzzer' made many valuable obser- 
vations, and summarized them as follows: 

Metastasis may be artificially produced by the ma- 


nipulation and massage of the implanted tumor. This 
is accomplished as readily during the early develop- 
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ment of the tumor as in the period in which metastasis 
naturally occurs... . By the early artificial dissem- 
ination of tumor cells by the manipulation of the pri- 
mary tumor, this period (premetastatic) may be 
greatly shortened... . They (the results of investi- 
gations) are of such a character that every physician 
should realize the irreparable harm which may re- 
sult from the manipulation of malignant tumors in 
their early development. . . . The course of procedure 
to which the patient is frequently subjected, as I have 
repeatedly observed—the palpation of the mass in 
question in repeated physical examination, the violent 
scrubbing often employed in preparing the field of 
operation—is almost identical with that which I have 
employed for the experimental production of metasta- 
sis. It would be of advantage to the patient if each 
questionable tumor of the breast, for example, could 
be regarded as a high explosive, the least manipula- 
tion of which should be absolutely avoided both prior 
to and during the operation. It is not improbable that 
by this means metastasis and extension beyond the 
field of operation could be prevented and the percent- 
ages of cases cured by operation increased. 

It is accepted that irritation from within 
or from without is one of the main causes 
of cancer, but we are only now beginning 
to realize that changes in the blood and 
lymph environment of the body cells may 
be a factor in the irritation of tissues. The 
fact then remains that until the essential 
cause or causes of malignancy are deter- 
mined, we must proceed on the irritation 
theory. 

In malignancy, it must always be remem- 
bered, radical surgery is really conservative 
surgery, for it conserves the patient’s 
chances of cure. During his many years’ ex- 
perience in operating for breast cancer on a 
vast number of clinical and private patients, 
the writer has evolved the following tech- 
nic, which he considers the best procedure 
on the basis of the end results he has ob- 


tained. 


OPERATIVE PROCEDURE 


Manipulation or rough handling must be 
avoided. Aim to block off all avenues of 
extension as the first step. Place the initial 


e 

st 

n 

ra 

ne 

al 

th 

m 

ab 

gl 

tr: 

ne 

of 

ly 

lar 

tis 

an 

ju: 

dis 
the 

ne 

pa 

in 

mz 

tus 

ha 

to 

she 

chi 
be 

the 

rec 

ves 

vey 

| me 
Th 
ble 
the 


SURGICAL TECHNIC IN CANCER OF THE BREAST 545 


incision so as to allow exposure of the high- 
est part of the axilla. Detach the costal por- 
tion of the pectoralis major at its attachment 
to the humerus. Leave very little muscle 
stump close to the bone, so that no palpable 
nodule remains to cause later anxiety as to 
possible recurrence at this site. The pecto- 
ralis minor is-then separated from the fascial 
covering, which extends down from the 
neck as the costocoracoid membrane. The 
pectoralis minor is left, but its sheath and 
all the connective tissue are separated with 
the glands and lymphatics en masse for re- 
moval later when the breast finally is 
ablated. Take special care to remove the 
glands which lie on the first rib, at the en- 
trance of the vessels into the chest. 

Having removed all the glandular con- 
nection between the breast and the glands 
of the neck, separate the entrance of the 
lymphatics into the chest alongside of the 
large vessels from above down to the breast 
tissue. Remove not only all the lymphatics 
and glands, but also all connective tissue in 
juxtaposition to any enlarged nodes. This 
dissection will expose the middle or long 
thoracic and middle or long subscapular 
nerves, so important to arm function. A hot 
pad wet in normal saline solution is placed 
in the axillary cavity. The next step is to 
make an incision over the middle of the rec- 
tus muscle on the same side, downward 
halfway from the free margin of the ribs 
to the umbilicus. The anterior layer of the 
sheath is then thrown upward on to the 
chest wall, toward the breast. Vessels will 
be found very close to the free margin of 
the ribs above, which extend through the 
rectus attachment to the chest wall. These 
vessels and their lymphatics may be con- 
veyers of cancerous extension into the 
mediastinum by way of the space of Larrey. 
The vessels are tied. The lymphatics are 
blocked off, and again a pad is placed in 
position. 

Then, from the original incision under 
the arm, an additional incision is made down 


to the incision over the rectus, circularly 
and anteriorly, to include the nipple, areola 
and skin over the growth. The breast has 
not yet been handled at all. A flap of skin 
and fat, but not of the deep fascia, is re- 
tracted to the middle of the sternum. The 
costal portion of the pectoralis major is 
made taut, and detached from above down- 
ward. The intercostal vessels that come 
through from between the ribs are severed 
when put on tension. When cut, the vessels 
are retracted and contracted. The openings 
in the intercostal muscles are closed tem- 
porarily with clamps preliminary to closure 
by suture. This gives an added chance of 
eliminating any extension that might have 
started. All the fascia from the middle of 
the sternum is still attached to the breast. 
Thus, extension is blocked off from above, 
from below and mesially. An ovoid incision 
is made around the outer side of the breast, 
and just enough skin and fat are retained 
as a flap, without injury, to be brought to- 
gether to avoid, if possible, the necessity of 
skin grafting or undue tension of the flaps. 
This done, the breast is removed en masse. 

Careful hemostasis is carried out, the es- 
sential vessels being tied with plain catgut, 
but care being taken not to fill the entire 
space with a handful of knots of catgut. 
This is to be avoided as far as possible. ‘The 
use of clamps to crush the vessels, or elec- 
trosurgical application, saves a good deal 
of ligating. A sterile basin is placed under 
the flap of the breast and hot saline solution 
is poured into the wound to remove any 
detached bits of tissue remaining in the 
wound cavity. Closure is by retention 
stitches of interrupted linen, with contin- 
uous linen for the skin. A stab wound is 
made in the axilla for the rubber tissue 
drain. 

Points to be emphasized in this technic 
may be summarized as follows: 

1. Meticulous care should be exerted to 
prevent, as much as possible, trauma to the 
remaining tissue. 
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2. Sponges to be used in the open wound 
should be wrung out of hot normal saline, 
for they then serve the double purpose of 
diminishing oozing by the heat and pres- 
sure and diminishing the tendency to shock 
by supporting the patient with heat. 

3. Instruments used in the open wound 
should be first dipped in hot saline so that 
they are at least of body temperature. 

4. As little suture material as possible 
should be used in the wound, ligating the 
frank vessels and controlling the oozing as 
above described. 

5. It should be kept in mind when oper- 
ating or doing a biopsy that while cancer 
is not transferable in the human subject, it 
is transplantable in the same host. There- 
fore, anything that comes in contact with 
cancer tissue during operation should be dis- 
carded and a clean set-up arranged. 

6. The fascia should be widely removed, 
as it is more likely to harbor cancer cells 
than the skin. 


The author desires to point out that he 
has always used plain catgut and fine linen 
as suture material, believing that they are 
the least likely to cause irritation of all the 
materials employed. 

Recently the author made a survey of 
his files of | private patients. Up to the pres- 
ent writing he has observed 223 unselected 
cases of cancer of the breast. The majority 
of the cases had either axillary extension or 

. skin involvement. The specimens removed 
were examined by two pathologists. ‘Twen- 
ty-one cases were beyond operative inter- 
ference when I was consulted. Thus 202 
remained. Of these, 52 had had radiation 
before and some after I operated, at the 
urging of the referring physician or the in- 
sistence of relatives. Five of these survived 
five years and 1 eleven years (11.53 per 
cent). Treatment of the remaining 150 
cases consisted of radical surgery only, on 


the lines of the technic herein described. 
Of these cases 19 lived from five to ten 
years; 22 lived from ten to twenty years, 
8 lived from twenty to thirty years; 1 lived 
thirty-one years; and 1 lived thirty-six 
years. 

This is a total of 51 cases, that is, 34 per 
cent. Thirty-five of these patients are still 
living, free from the disease. Of the remain- 
ing 16, 10 had no recurrence and died of 
other conditions; the cause of 3 deaths is 
unknown, 2 died of lung metastasis; and 
1 of primary cancer of the opposite breast. 
A number of four and four and one-half 
year survivals, with no evidence of recur- 
rence or metastasis at the present time, are 
not included in this calculation, and these 
will soon swell the percentage rate of five- 
year survivals. 


SUMMARY 


The author believes that end results in 
cancer surgery depend largely on a careful 
application of the knowledge of avenues 
of extension. He describes in detail the 
operative technic he has evolved on the 
basis of 202 operations, in which he has ob- 
tained a high percentage of five-year cures. 
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SUMARIO 
La técnica quirtrgica en el cancer del pecho 


Cree el autor que los resultados finales 
dependen de una aplicacién cuidadosa del 
conocimiento de las avenidas de extensidn. 
Describe en detalle la técnica operativa que 
ha desenvuelto a base de 202 operaciones, 
en las cuales ha obtenido un porcentaje alto 
de curas de cinco afios. 
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Bacillus Fecalis Alcaligenes Abscess 


CARL POHL, M.D., and SIDNEY W.RAYMOND, M.D. 


CHICAGO, ILLINOIS 


BSCESSES due to Bacillus fecalis al- 

caligenes are evidently very rare. 

A study of the literature in Eng- 

lish during the last ten years does not re- 

veal a case report nor even a mention of the 
possibility of such an occurrence. 


CASE REPORT 


B. F., male, age 30, white, married, born in Sweden, 
a photoengraver, was first seen on June 17, 1940. His 
only complaint was that he had a freely movable, 
painless swelling on the right side of the neck. This 
had been present for about four weeks. His past his- 
tory was essentially negative, except that he had had 
a similar condition about one year previous which dis- 
appeared spontaneously in about two weeks’ time. 

Physical examination revealed no pathology other 
than that stated above. There was a swelling about the 
size of an English walnut on the right side at the 
posterior border of the sternocleidomastoid muscle in 
its middle one-third, apparently partially under the 
muscle. At that time there was no redness, edema or 
tenderness on pressure. When next seen, on June 22, 
1940, there was a slight redness over the mass and a 
suggestion of fluctuation. 

At operation, June 22, 1940, an incision was made 
parallel to and along the posterior border of the 
sternomastoid muscle. The muscle was retracted an- 
teriorly, and the abscess cavity was entered by blunt 
dissection. It contained about 20 cc. of thick white 
pus with a few calcified particles. A drain was in- 
serted and the incision was lightly closed with inter- 
rupted silk. Convalescence was uneventful. Slight se- 
rous drainage and discharge of several more calcare- 
ous particles has continued up to the present time. The 
patient is receiving an autogenous vaccine prepared 
from the pus. 

Smears and a specimen of the pus were examined 
by microscopic and cultural methods. After thirteen 
days of incubation on Herrold’s media there was no 
growth of tubercle bacilli. The smears showed nu- 
merous gram-negative bacilli about the size and shape 
of a colon bacillus. On various sugars a_ profuse 
growth of highly motile gram-negative organisms was 
found. Some of this growth was examined and found 
to belong to the alcaligenes group. 


The literature contains so few references 
to infections with this group of organisms 
that a prognosis is impossible for this pa- 
tient. There is still confusion as to the exact. 
classification of B. fecalis alcaligenes. The 
differentiation from Shigella alkalescens and 


Bacillus alkalescens (Andrewes) is at pres- 
ent indeterminate.’ Pathogenicity, however, 
cannot be doubted, as Neter* reports a 
urinary tract infection and MacKenzie’ re- 
ports 2 cases of urinary infections. In one 
of these cases the bacillus was recovered 
pure from the urine and was found in the 
blood stream. The principal characteristics 
have been chronicity, copious creamy pus 
and calcified particles. 


SUMMARY 


Bacillus fecalis alcaligenes is an unusual 
cause of pathology. However, an abscess 
due to this organism is here reported, and 
3 cases of urinary infection reported in the 
literature are noted. Differentiation from 
Shigella alkalescens and Bacillus alkalescens 
is indeterminate. 
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SUMARIO 
El absceso originado por el bacillus 
fecalis alcaligenes 

‘ El bacillus fecalis alcaligenes produce rar- 
amente estados patologicos. Sin embargo, se 
da a conocer un caso de absceso debido a 
este organismo y en la literatura se han ano- 
tado tres casos de infeccién urinaria. Las 
caracteristicas principales son: cronicidad, 
pus abundante de aspecto cremoso y par- 
ticulas calcificadas. La diferenciacion del 
Shigella alkalescens y del Bacillus alkales- 


cens es indefinida. 
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Surgery of the Aged 


AN INQUIRY IN THE FIELD OF GERIATRICS: 


E. FORREST BOYD, M.D. 
LOS ANGELES, CALIFORNIA 


PHYSICAL AND PSYCHOLOGIC EVALUATIONS 


| NOR approximately the past twenty- 


five years in the totalitarian nations 

there has been a marked national and 
dictatorial stress upon the rearing and phys- 
ical training of boy babies to be used as 
soldiers. Every pregnant mother is regarded 
as a potential part of the army, and child 
welfare has been among the foremost of 
these nations’ aims. 

On the other hand, there has been in 
other nations of the world a growing in- 
terest in the social and medical welfare of 
the aged. In a few countries social secur- 
ity acts, pension plans, the trend toward 
state medicine and the work of pediatric- 
ians have all forced attention to the aged. 

Pediatricians, by means of their increased 
knowledge of the care of children, have 
made great reductions in child and infant 
mortality. This fact, the changing trend in 
birth rate and the increase in life span have 
made a sharp alteration in age-population 
ratio, influencing physicians to develop an 
ever-enlarging new field of medicine 
known as “geriatrics.” 

From a study of statistics we learn the 
following: In 1920, 20 per cent of our pop- 
ulation was 45 years of age or over. In 1930 
the figure was 23 per cent; in 1940 it was 
26, per cent; in 1950 it will be 30 per 
cent, and it has been estimated that in 1980, 
when the ratios of birth and death will be 
stabilized, 40 per cent of our population 
will be over 45 years of age. To put it 
another way, at the present time we have 
six and a half million people in this country 


Presented before the Los Angeles Chapter of the 
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over 65 years of age; in 1980 there will be 
four times that many over 65 years of age, 
or over twenty-five million people. 

These facts not only present a problem 
as to how these older people are to be 
cared for, but they indicate that in the new 
field of geriatrics there may be a promising 
future, if government agencies do not take 
over that phase of medical care. 

Industry will absorb a few of these old 
people; institutions for the aged will be 
filled, pension and social security systems 
will claim millions more. The result will be 
millions of people with nothing to do, and 
an abundance of free time on their hands. 
It will require the services of many doctors 
to give wise and intelligent advice to this 
great army of old people. 

Although old age is accepted as a natural 
phenomenon, necessary to complete the life 
cycle, most of the public is indifferent, to 
a greater or less extent, to its implications. 
It has been said that Homo sapiens has not 
yet learned to cultivate longevity and that 
Americans in particular have not yet learned 
the art of living. 

It is necessary to curb our ambitions to 
forestall the early onset of degenerative 
processes. Success rests largely upon the 
ability to relax. Another very important 
factor, however, is the inheritance of a 
tendency to longevity. 


DEFINITION OF AGE 


There might well be controversy over 
the definition of old age, as biologic age, 
physiologic age, mental age, and chrono- 
logic age are very seldom, if ever, synony- 
mous in the same individual. We have but 


a 
F 
| n 
n 
0 
V 
fc 
th 
la 
th 
w 
cc 
na 
Fy 
the 
on: 
ica 
pat 


SURGERY OF THE AGED 549 


to look about us to understand this state- 
ment. Some of this difference is due to 
familial or inherited tendencies or defects; 
in other cases it is acquired by habits, by 
force of economic circumstances, by lack 
of character or by following the path of 
least resistance. 


The economic and industrial world, as 
many people are now aware, brands as aged 
those of about 40 years. This is a very hard, 
unfeeling, unsympathetic, unfounded arbi- 
trarily set standard and does injustice to the 
men and women involved. In industry and 
society in general there are many instances 
where the experience and ability of mature 
years are far more important than youth 
with its inexperience, enthusiasm, and un- 
guided impulses. 

From the standpoint of this paper, I think 
we should assume that geriatrics begins 
roughly in the latter part of the fifth decade 
or the early part of the sixth. 


OBJECT OF SURGERY IN THE AGED 


We then ask ourselves, What are the ob- 
jects of surgery in this age group? The first 
and natural object is prolongation of life 
by the relief of some surgical condition that 
points to sudden dissolution of the body if 
not promptly cared for. Such a condition 
might involve any of the various systems 
of the body, likewise the many vital organs. 
We think immediately of cancer in some 
form, tumor masses, some form of obstruc- 
tion, involvement of the peripheral circu- 


lation or visceral circulation, any condition 


that might point to the formation of pus 
with a ruptured abscess or viscus, or other 
condition causing infection in the abdomi- 
nal or other closed cavities. 

The second object is to relieve pain. 
Even though we know in many cases that 
there will be no great prolongation of life, 
operation will often alleviate the terrific 
onslaughts of pain and its effects, both phys- 
ical and psychological, not only upon the 
patient but upon his family. The terrible 


effects of drug addiction in such cases need 
only to be mentioned to be dreaded. 

Then there is the type of case in which 
operation will afford comfort, making life 
more pleasant, yet not necessarily restore 
the individual to physical independence or 
an earning capacity. From that standpoint 
we think of cataract formation of the eyes. 
We also think of benign and sometimes 
malignant hypertrophy of the prostate in 
the male, of severe cases of procidentia with 
cystocele or rectocele in the female or a 
large hernia in either sex. 

In other cases vanity is a factor and we 
undertake cosmetic surgery of some sort 
to relieve an unsightly mass or growth 
which, in many cases, has no effect what- 
soever upon the longevity of the patient. 

In all cases surgery in the aged demands 
a counterbalanced prognosis, not only from 
the standpoint of life, but from the stand- 
point of health and happiness. 


APPROACH TO THE PROBLEM 


Approach is an extremely important fac- 
tor at this time of life, in many cases much 
more so than in other periods. With very 
young children within the first two or three 
years of life, the approach, naturally, is 
wholly and entirely through the parents. 
Whether it be plastic surgery, cosmetic 
surgery, emergency surgery or elective sur- 
gery, the problems, the prognosis, the re- 
sults, are all different than at the geriatric 
period. Then there comes the approach 
during that age when the child has some 
ideas of its own but is still under the legal 
protection of parents. From that age we 
pass on through the entire life cycle of the 
human race with all its emotions, passions, 
fears and ambitions until we come to the 
other end of the scale, where the family re- 
sponsibility is reversed. In other words, 
many times in geriatrics it is the children 
who have to be considered as the deciding 
factor. 

The ethics of the situation must never be 
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lost sight of. At this time of life the art of 
the practice of medicine is rather So ego 
Many times it is much more difficult to 
contend with the wrath and disappoint- 
ment of the family by not performing some 
operation which to them seems trivial, but 
which in reality is very serious, than it 
would be to go ahead with the surgery. 

The element of psychology, not only of 
the patient, but of the family, often looms 
quite large, and we have various types of 
families to deal with. In some cases the 
bond between the parents and the offspring 
has never been what it should be; therefore 
the problem from the children’s angle is 
that of the “old man” and the “old lady.” 
The children have no vital concern with 
their parents’ welfare, considering them a 
problem and a responsibility, the carrying 
of which they do not wish to endure any 
longer than possible. On the other hand, 
we have the so-called ideal family, where 
the bonds have been simple, reasonable and 
built on a firm basis. Then we have the 
hysterical type of offspring who makes 
surgery in this group of patients very dif_i- 
cult and sometimes impossible, especially 
where maudlin, misplaced sympathy com- 
pletely ousts good judgment and common 
sense. 


PROGNOSIS 


In dealing with old people, the prognosis 
is as important as at any other time of life. 
If one is statistically minded, a great deal 
can be learned as to the expectancy of life, 
not only at this period but at all times and 
stages of one’s existence. All well-stocked 
libraries have on file or have access to sta- 
tistics from life insurance companies, and 
various branches of our government like- 
wise have information concerning expect- 
ancy of life at all ages and under practical- 
ly every condition of sickness and health. 
It is known almost to a mathematical cer- 
tainty what percentage of people will live 
to a given age and what percentage of peo- 


ple at a certain age will survive a certain 
type of operation. 

From the standpoint of cold statistics we 
have a great array of facts, but statistics, 
unfortunately, do not always fit into the 
physical and mental pattern of a given pa- 
tient. He may have inherited a tendency 
that does not at all fall in line with the sta- 
tistics, either from the positive or negative 
side. Some patients are aided by the will to 
live and to accomplish, others look upon 
any infirmity or operation as a way out. 
Then again, what is the patient’s body 
chemistry? How is it affected? Other fac- 
tors are the patient’s inherited familial tend- 
ency to longevity, as mentioned before, and 
his immunity. to physical, chemical and 
psychologic shock or trauma. 

It is important in all cases, but especially 
at this time of life, to make satisfactory 
mental preparation. There is a certain 
amount of “housekeeping” that should be 
done in every life; that is, everyone should 
at all times be prepared to meet death, and 
this is especially so in the case of elderly 
people upon whom an operation is to be 
performed. This “housekeeping” with old 
people is more often concerned with re- 
ligious preparation than any type of busi- 
ness dealing. Such preparation can be made 
in almost 100 per cent of the cases in a 
tactful, quiet and satisfactory fashion that 
leaves the patient in much better condition 
for operation. 


PROBLEMS OF SURGICAL DIAGNOSIS 


Diagnostic problems are in some cases 
manifold and rather bizarre, as are the 
symptoms accompanying these problems. 
Having convinced the patient and family 
of the necessity for an operation, what 
next? What are the surgical problems and 
how are they to be met? What has been the 
duration of the etiologic factor and what 
recent changes have taken place to make 
the operation necessary at this particular 
time? Has the pathology existed for five to 
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forty years, and has the element of fear or 
superstition been a deterrent factor? In 
many cases of hernia, rectocele, cystocele, 
varicocele, hydrocele, procidentia, chronic 
gallbladder disease, chronic appendicitis, 
chronic mastoid disease, varicose veins, skin 
lesions and many other conditions, the pre- 
disposing factor has been present for many 
years and should have been corrected when 
first noticed. In these cases the doctor has 
to deal not only with the momentum of 
past years of fear, but the added consterna- 
tion of the present crisis. Sometimes the 
patient and/or the family elects to let na- 
ture take its course. 

Then there are the “potential dynamite” 
cases, such as diverticuli in the various parts 
of the alimentary tract in numbers too large 
to attack surgically, an aneurysm of some 
artery involving an extremity, the threat 
(not so great at present) of diabetic gan- 
grene and other types of gangrene that 
might entail surgery. 

Mental and physical hygiene must not be 
forgotten. If time permits, and the opera- 
tion is not necessarily an emergency, the 
physiology of the body should be studied, 
likewise the body chemistry. We have at 
our disposal many diagnostic methods and 
opportunities which will give us very clear, 
concise and reliable information concerning 
the trends of this particular patient’s me- 
tabolism and possibility of reserve against 
emergency or elective surgery of any type. 
Diet is very important and in elective cases 
very profitable. Again preoperative medica- 
tion cannot be stressed too much. We know 
that many elderly patients do not tolerate, 
do not require, and cannot handle drugs in 
the same proportion as younger persons or 
those in middle life. - 

From a study of the patient under a low- 
power microscope, that is, by seeing the 
patient as a whole, much information can 
be gained. Nature almost screams at the 
doctor from various standpoints, attempt- 
ing to tell him the condition of each and 


every patient. Certain definite signals are, 
so to speak, flung in our faces constantly, 
and many times we fail to heed these signs. 
Quite often the signs are as definite as the 
green, yellow or red light to an engineer 
on a high-speed train or as the radio beam 
to the pilot of an airplane. All too often we 
become insensitive to the niceties of nature’s 
signals, and the result is a wreck, not for 
the doctor, but for the patient. 

Careful study of the patient, his gait, his 
alertness of hearing, of seeing, of motion, 
his posture, his cold or warm hands and 
feet, his very outlook on life, all mean vol- 
umes if we can but interpret them. The 
build of the patient, his present weight, the 
condition of the skin, his intellectual com- 
prehension of situations, his perspective, his 
ability to absorb external impressions with 
poise, his very facial expressions—all are 
great aids to the observing doctor. A tortu- 
ous, bulging, bounding temporal artery, 
moist or dry skin, a shaking hand, a quiver- 
ing voice, a markedly underweight or over- 
weight condition, a lack of confidence or a 
superabundance of confidence, all spell 
either success or disaster. 

In other words, when we look at a pa- 
tient, what do we see? Do we mentally sum 
up in orderly fashion the possibilities on 
both sides of the account? Does the quick, 
shallow respiration, the dead expression in 
the eyes, the lack of proper coordination 
and poise mean anything to us? Or do we 
just see another operation? Psychological 
observation plus physical examination and 
laboratory diagnosis should put us in a good 
position to know what the outcome will be. 


ANESTHESIA 


Then there is the problem of anesthesia 
and the type of anesthetist. Is the anesthet- 
ist alert? Is he interested in his work and in 
the individual patient, and does he person- 
alize his service? Or again is this just anoth- 
er case? Supposing the operation is not too 
urgent, the anesthetist as well as the sur- 
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geon should be familiar not only with the 
type of anesthetic agent, but with the type 
of patient, the type of life that he has led, 
his physiology, his chemistry, his psychol- 
ogy, his type of arterial system, renal sys- 
tem, nervous system, muscular and endo- 
crine system and the state of his metabolism. 


If all these factors are taken into consid- 
eration, the choice of anesthetic is fairly 
easy, provided the surgeon will listen to an 
expert outside of the realm of surgery, 
namely, a qualified anesthetist. Then there 
is the preanesthetic preparation, both men- 
tal and physical, to be undertaken. 


OPERATIVE AND POSTOPERATIVE CARE 


These factors having been satisfied, we 
have then the scene in the surgery. What is 
the type of preparation for each individual 
patient and each particular part of the 
body? What is the temperature of the 
operating room and of the solutions that are 
used for preparation? Are the sensory 
nerves sufficiently blocked from the sub- 
conscious standpoint so that a sousing of 
ether or other highly volatile substance on 
a large portion of the anatomy does not 
cause any shock to the system that is mani- 
fested afterward in some form of complica- 
tion? What effect does vigorous scrubbing 
by an energetic and husky nurse have on 
the underlying viscera of the cavity and the 
skin of the part? These are factors that 
should be taken into very serious considera- 
tion. Then the type and length of opera- 
tion must be considered, also tissue-hand- 
ling and organ-handling. The tissues and 
organs cannot be handled too gingerly, too 
politely, surgically speaking, for the bene- 
fit of the patient. Gentleness must not be 
lost sight of in the throes of surgical enthus- 
iasm or complications. 

Postoperatively, nursing is very impor- 
tant, especially the psychologic attitude of 
the nurse. The nurse should be able to 
adapt herself to the psychology and mental 
makeup of the particular patient with 


whom she is dealing. One of the principles 
of salesmanship is that if a prospective cus- 
tomer walks up briskly to the counter the 
clerk should do the same thing—should 
speak rapidly and act quickly. On the other 
hand, if a prospective customer walks non- 
chalantly to the counter, the clerk should 
be nonchalant. Attitude for attitude is a 
good motto. The patient does not wish to 
be talkative in some cases; in some cases he 
wishes to talk; in other cases he wants to be 
talked to. Therefore, from the standpoint 
of psychology, the nurse’s problem is often 
rather difficult but always important. 

Other factors of a mechanical and rou- 
tine nature are external and internal stimu- 
lation, supportive measures of all types and 
change of postion. From the doctor’s stand- 
point or the laboratory standpoint, there is 
the physiology of fluid and mineral balance, 
plus mental consolation, mental pacification 
and mental opiates; also the chemical opi- 
ates—their complications, their implications 
and their benefit. 


FUTURE PROBLEMS OF GERIATRIC SURGERY 


More and more will we be confronted 
with the problem of the diabetic, for at 
present the obstetricians and internists are 
meeting the problems of the second-genera- 
tion diabetic, and the geriatric problem of 
diabetics is looming larger and larger. We 
might also ask ourselves about the survival 
of pernicious anemia patients and their 
geriatric problems. Also we must be on the 


alert for whatever effect the vitamin parade 


and chemotherapy blitzkrieg will have up- 
on the unsuspecting but highly sensitive 
human organism, especially at the sunset 
end of life. 

What of the present government med- 
dling in the practice of medicine? What of 
the dole and its effect? As never before in 
the history of the world, the practice of 
medicine is standing on the brink of a great 
precipice. Medicine seems to be the inno- 
cent victim on the one hand of selfish and 
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unscrupulous dictatorial politicians who are 
wielding the visionary axe of economic 
necessity, and on the other of the medical- 
ly chiseling public who in many cases 
would sell their souls for a five-cent differ- 
ence in medical fees, and are battering at 
the efficiency of the medical profession. 
All in all, it is a great field. We are only 
on its fringes. From the sociological stand- 
point, the value of prolonging life, with the 
possibilities of the contribution to society 
that people in this time of life are able to 
give, is very important. As time goes on and 
we appreciate more and more the true 
values of the world society, the true value 
of the aged individual will be more highly 
prized than it is at the present time. The 
world now is thinking only of man produc- 
tion in every field of human endeavor, in- 
cluding the raising of more babies to carry 
on more warfare to satisfy the lust of greed 
of certain silver-tongued orators who gild 
their promises with the Utopian idea of a 
erfect political system and security for 
all. What the world needs is more serene 
and clear contemplation, a better perspec- 
tive, and the inspiration of those who have 
gone through the more strenuous time of 
life and are in a position to inspire the 
younger elements of our civilization. Hence, 
the value of geriatrics in all its phases. 


SUMMARY 


Changing trends in birth rate and life 
expectancy, with a sharp increase in the 
“old age” group, point to the development 
of a new field of medicine known as “geri- 
atrics.” The author points out some of the 
problems, possibilities, and challenges from 
both a social and medical point of view. In 
discussing the objects oi surgery in the 
aged, he stresses especially the need for the 
proper psychological approach in diagnosis, 
preparation for operation and postoperative 
nursing. 


SUMARIO 
La cirugia de los viejos 


Los cambios en el grado de los nacimien- 
tos y la expectacion de vivir con un au- 
mento notable en el grupo de los viejos, 
sefialan el desarrollo de un campo nuevo 
de medicina conocida de “geriatrica.” FE] 
autor enumera algunos de los problemas, 
las posibilidades, y los desafios del punto 
de vista a la vez social y médico. Cuando 
discute los objetos de la cirugia en los 
viejos, hace hincapié sobre todo de la ne- 
cesidad del acercamiento conveniente y 
psicolégico en la diagnosis, de las prepa- 
raciones de la operacion, y de la cura post- 
operativa. 
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Practical Considerations of Chorioepithelioma 


LOUIS J. LADIN, A.B., M.D., F.A.CS. 
NEW YORK CITY 


HERE appeared in last year’s Jan- 

uary and February issues of Sur- 

gery, Gynecology and Obstetrics 
a most comprehensive article on chorio- 
epithelioma and h datidiform mole by Dr. 
Albert Mathieu of Portland, Oregon. I was 
reminded that in 1902 I had published a 
paper on that subject in the American Jour- 
nal of Obstetrics, containing a case report 
and a clinical review of 132 histories, col- 
lected from the literature of the world. 

At the time of the publication of my 
paper, there were three principal views as 
to the proper designation of the growth. 
Sanger proposed the name deciduoma mal- 
ignum, the English school called the growth 
sarcoma and German writers named _ it 
chorioepithelioma, a term universally adopt- 
ed since. I joined Whitridge Williams and 
others in using Sanger’s classification, as he 
was the first to report a case (1889). 

Statistics show that hydatidiform mole 
occurs in about 1 out of 2,000 pregnancies. 
Chorioepithelioma is less frequent, reports 
varying from 1 case in 5,000 pregnancies 
to 1 in 25,000 or more. Dr. Mathieu’s paper 
was based on a study of 1,500 cases of 
chorioepithelioma taken from the literature 
since 1889. 

However, I am of the opinion that these 
figures do not represent the actual occur- 
rence of this condition; many cases are not 
reported at all, and a number are over- 
looked because of the apparent difficulty, 
at times, in arriving at a correct diagnosis. 
I have had several cases that were not re- 
ported. That this condition is not as rare 
as appears from reports, is evidenced by the 
fact that three cases were admitted to the 
Polyclinic Hospital (New York) in 1936. 
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While there has been extensive research 
and considerable controversy in regard to 
the etiology and pathology of hydatidiform 
mole and chorioepithelioma, greater prog- 
ress has been made in their diagnosis and 
treatment. This paper will be devoted par- 
ticularly to a plain and simple presentation 
of the clinical aspect. 

That chorioepithelioma presents a clear, 
distinct and characteristic entity will be ap- 
parent from the 4 illustrative histories I am 
about to present, which are typical of near- 
ly all the cases reported. I am greatly in- 
debted to Drs. George Bolling Lee and 
Herbert C. Chase for the privilege of in- 
corporating their interesting cases in this 
presentation. 


CASE REPORTS 


Case 1.—(Quoted from my original paper of 1902.) 
H. G., aged 20, had been married two years and had 
one child, 1 year old. In July, 1901, after an amenor- 
rhea of three months a hydatidiform mole was 
aborted. On August 7 the patient was curetted at a 
hospital and was discharged on August 23; was again 
admitted and curetted on September 10 and discharged 
on September 29. On October 3 Dr. Louis Friedman 
sent her to my service at Gouverneur Hospital for 
severe uterine hemorrhage. Bimanual examination re- 
vealed bilateral ovarian cysts, enlarged uterus and a 
somewhat patulous os. As the two previous curettings 
were negative microscopically, I did a digital explora- 
tion of the uterine cavity, and found the endometrium 
smooth throughout its entire extent except for a 
small, friable, spongy projecting mass on the posterior 
wall near the right cornu. This, together with the his- 
tory of repeated curettages after the expulsion of a 
mole, confirmed my suspicion of chorioepithelioma. I 
decided on a panhysterectomy, which I did the fol- 
lowing day. The patient made an uneventful recovery. 
A cough and bloody expectoration, which she had on 
admission, disappeared shortly after the operation. 

Dr. F. M. Jeffries, pathologist at Polyclinic Hos- 
pital, made the following statement in his report: “As 
a result of microscopic examination, your preoperative 
diagnosis of deciduoma malignum is positively con- 
firmed.” 

In the absence of the Ascheim-Zondek test, which 
was not available at that time, and in view of the 
negative results of the microscopic examinations of 
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the previous curettings, digital exploration of the 
uterine cavity in this case was the principal means of 
establishing a correct preoperative diagnosis. Of the 
9 cases reported in this country up to that time, this 
was the only one diagnosed before operation. The 
others were found at autopsy or after removal of the 
uterus for other reasons. 


Case 2.—(From the service of Dr. Lee.) E. B., 
aged 50, had had one child and three abortions. Men- 
struation had been regular until six months prior to 
admission to ’Polyclinic Hospital on November 10, 
1936. After amenorrhea of two months there was a 
slight bleeding for thirteen weeks. On November 11 
diagnostic curettage showed terminated tubal preg- 
nancy and possible chorioepithelioma. On December 
28 radium was inserted. The patient was discharged 
February 9, 1937. On April 1, 1937, she was readmit- 
ted in very poor condition. Wassermann test was 
negative, Ascheim-Zondek test of spinal fluid was 
positive. She died April 6, 1937. Autopsy showed 
metastasis, chorioepithelioma of lungs and kidney. 


Case 3.—(From the service of Dr. Lee.) B. G., 
aged 48, was admitted to Polyclinic Hospital on 
June 9, 1936. She had two children and had had two 
abortions. Preoperative diagnosis on admission was 
abdominal tumor. On June 10 exploratory laparotomy 
showed fluid in the abdominal cavity and an inoper- 
able mass. A _ portion was removed for _ biopsy. 
Ascheim-Zondek test was positive and the pathologic 
report read “probably chorioepithelioma.” The patient 
was discharged on June 17 and referred to the Cancer 
Institute, where she died on August 28 with the diag- 
nosis of chorioepithelioma confirmed. 

Cases 2 and 3 were both seen too late for a radical 
operation or even a satisfactory diagnostic curettage. 


Case 4.—(From the service of Dr. Chase.) N. C., 
aged 27, was admitted to Polyclinic Hospital on Oc- 
tober 4, 1936, and discharged October 17, fully re- 
covered, Preoperative diagnosis was chorioepithelioma. 
She was curetted in April and a hydatidiform mole 
removed. She continued to have metrorrhagia, and on 
October 5 a preliminary diagnostic curettage was 
done; the curettings obtained were insufficient for a 
satisfactory microscopic examination, but the Ascheim- 
Zondek test was positive. A supravaginal hysterectomy 
and right salpingo-oophorectomy were performed. 

The pathologic report showed an enlarged uterus. 
Near the fundus, in the uterine wall and not encroach- 
ing on the uterine cavity, was a cystic mass resembling 
a hydatidiform cyst. The ovary presented a number 
of small areas of metastasis. Diagnosis: chorio- 
epithelioma. Examination of the patient several years 
later showed the pelvis to be normal. 

Dr. Chase based his diagnosis on the characteristic 
clinical history and biologic findings and instituted the 
proper radical treatment. This case also shows the 
value of digital exploration of the uterine cavity, 
which in this instance would have revealed the pe- 
culiar swelling in the uterine wall. 


ETIOLOGY 


Chorioepithelioma arises from. the epith- 
elium of chorionic villi and may appear 
during i intra- or extra-uterine pregnancy or 
immediately after full-term delivery or 
abortion, especially after a hydatidiform 


mole. It is characterized by extensive 
growth and marked local and general met- 
astasis. The etiology of hydatid mole and 
chorioepithelioma and their exact pathology 
and structure are still under study and in- 
vestigation. Pregnancy is an absolute con- 
comitant or precursory condition of chorio- 
epithelioma. Pregnancy in some form or 
other preceded the disease in nearly all cases 
recorded. In 128 cases of the series reported 
by me, in which the nature of pregnancy 
was recorded, 50 followed hydatidiform 
mole pregnancy, 42 abortion, 28 labor at 
term, 4 premature labor and 3 tubal preg- 
nancy. In about 4o per cent of the cases, 
therefore, the disease followed mole preg- 
nancy. In various reports made since then 
the ratios remain approximately the same. 

The intimate relationship of hydatidi- 
form mole and chorioepithelioma is now 
generally admitted, and pathologists are 
paying special attention to the study of their 
interrelated pathology, with a view of 
establishing definite criteria that will dif- 
ferentiate in advance the benign mole from 
the potentially malignant one. 


CHARACTER OF TUMOR 


The growth in chorioepithelioma is so 
peculiar and distinct, especially in the in- 
cipient state, as to make its presence abso- 
lutely diagnostic. It begins as a dark reddish 
colored nodule, springing from the endo- 
metrium by either a broad base or a pedicle, 
and invades and penetrates the uterine mus- 
cularis. It is soft, spongy, friable and bleeds 
very profusely on touch. The growth may 
readily be differentiated from a_ benign 
placental polyp, with which it might be 
confounded, by the hard feel of the polyp. 

Characteristic of this disease is its marked 
tendency to early metastasis. In a large ma- 
jority of the cases it is carried by the circu- 
lation to nearly all parts of the body, espe- 
cially the lungs. The metastatic tumor fre- 
quently exceeds the primary one in its 
growth. Metastasis in the lungs was found 
at autopsy in 47 of the cases in the series 
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of 132 which I published. As there were 
slight pulmonary symptoms in some of the 
patients who recovered, we may regard 
cough and bloody expectoration as preva- 
lent and important symptoms. 

In hydatidiform mole the signs and symp- 
toms are uterine hemorrhage, and size and 
consistency of the uterus out of proportion 
to the duration of the pregnancy. In the 
early weeks the uterus is smaller and harder, 
and later, when cysts multiply, it is larger 
and much softer than in normal pregnancy 
of a corresponding period. 


DIAGNOSIS 


In chorioepithelioma the following are 
the diagnostic criteria: (1) a history of re- 
cent parturition or abortion, especially if 
a hydatidiform mole has been discharged or 
the placenta retained; (2) hemorrhage oc- 
curring at irregular intervals without appar- 
ent cause and in spite of repeated curettage, 
also the presence of sanguineous discharge 
during the intervals of hemorrhage; (3) a 
persistently large and hyperplastic uterus 
and cervix with a patulous os; (4) pain in 
the pelvis; (5) characteristic endometrial 
growth in the interior of the uterus in the 
very early stage, or the presence of a nodule 
in the uterine wall somewhat later; (6) 
anemia, rapid loss of strength, cachexia, and 
especially cough and bloody expectoration. 
To the above should be added the follow- 
ing invaluable diagnostic aids: (1) diag- 
nostic curettage and histologic examination 
of the curettings; (2) digital exploration of 
the uterine cavity; and (3) last but not least, 
a positive biologic pregnancy test weeks 
after the termination of pregnancy. 

Diagnostic Curettage—In a paper pub- 
lished in Surgery, Gynecology and Obstet- 
rics in March, 1915, I advocated diagnostic 
curettage for the purpose of detecting pos- 
sible adenocarcinoma of the body of the 
uterus. At that time there was considerable 
opposition, but in 1927, when I again made 
an appeal for this procedure in a paper read 


at a symposium on cancér before the New 
York County Medical Society, there was 
comparatively little objection to it. I be- 
lieve diagnostic curettage is generally ac- 
cepted as a proper procedure at the present 
time. It is indispensable in every case of un- 
accountable uterine hemorrhage. 

As regards chorioepithelioma and hydat- 
idiform mole, there is still a diversity of 
opinion as to the value of curettage and 
even as to the safety of its performance. 
However, in suspected chorioepithelioma, 
diagnostic curettage is just as indispensable 
a procedure as it is in the detection of 
adenocarcinoma; and it is a perfectly safe 
operation provided it is performed intelli- 
gently and with proper care. 

Moreover, in mole pregnancy, :curettage 
is indicated not only as a therapeutic meas- 
ure, but also for the purpose of obtaining 
suitable specimens for histologic study of 
the potential malignancy of a mole. Satis- 
factory material may not be found in the 
superficial structures, but only in the tissue 
where the lesion develops, which is the 
placental implantation, this can only be 
reached, as a rule, by the curette. 

Digital Exploration.—Digital exploration 
of the uterine cavity should be made when- 
ever possible in suspected chorioepitheli- 
oma, especially when the cones ex- 
amination of curettings is not satisfactory. 
Moreover, it is the only means of detect- 
ing the lesion in cases where it has advanced 
beyond the endometrium and invaded the 
uterine wall. 

Biologic Pregnancy Tests.—The biologic 
test for pregnancy in hydatidiform mole 
and chorioepithelioma is a most important 
advance in their diagnosis and treatment, 
and has largely contributed to the present 
improvement in the prognosis of this dread- 
ful disease. Dr. Zondek in 1929 discovered 
that gonadotropic hormone was present in 
the urine of patients with hydatidiform 
mole, and in much larger amounts than in 
patients with normal pregnancy; in 1930 
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he found that the test was positive in cho- 
rioepithelioma. 

It must be remembered that the Zondek 
test is positive only in the presence of liv- 
ing chorionic villi and is negative when the 
living villi are present in minute amounts or 
in degenerated form. 

The quantitative gonadotropic hormone 
test is more reliable than the qualitative 
test, but the former is much more difficult 
to procure. 

Spinal fluid gives a positive biologic preg- 
nancy test with chorioepithelioma and a 
negative test with normal pregnancy. 
There is still room for improvement in the 
technic and correct interpretation of the 
biologic pregnancy tests. When they are 
perfected, there is no doubt that they will 
become absolutely pathognomonic of hy- 
datidiform mole and chorioepithelioma. 


PROGNOSIS 


Chorioepithelioma is the most fatal of all 
neoplasms because of its very rapid devel- 
opment and exceeding proneness to early 
metastasis. On the other hand it is curable; 
this cannot be too strongly emphasized. 
However, recovery depends entirely on 
early recognition and prompt operation. 
What such measures have done to improve 
the prognosis in this disease can be seen by 
comparing the old mortality rate with the 
present. In 52 cases collected by Dorland 
and published in 1897 the mortality was 73 
per cent. In 132 cases collected by me in 
1902 the mortality was 59 per cent. The 
mortality at the present time as given by 
Mathieu is less than 10 per cent. 


THERAPY 


In mole pregnancy the safest and best 
treatment is emptying the uterus manually 
or by curette, preferably by the latter. In 
chorioepithelioma treatment should consist 
of complete extirpation of the uterus and 


vaginal metastasis, if present, as soon as the 
diagnosis is made from the clinical history, 
physical and histologic examinations and 
biologic tests. Operation may be resorted to 
in spite of the suspected presence of de- 
posits in other parts of the body. Secondary 
deposits not only do not cause metastasis 
but usually disappear after the primary tu- 
mor is removed. This is ascribed to the 
theory that the migrated epithelial cells 
can live and proliferate only in fluid blood 
and perish or are destroyed in extravasated 
blood. 

Although chorioepithelioma occurs in- 
frequently, it is by no means negligible and 
we must be constantly on guard against 
overlooking it. In concluding my paper in 
1902, when only 9g cases had been reported 
in this country, I expressed the hope that 
since the signs and symptoms of the disease 
are so characteristic and unmistakable, it 
would only be necessary to call attention to 
this malady and chorioepithelioma would 
be promptly recognized and diagnosed 
thereafter. 

However, from a study of cases in recent 
years, Dr. Mathieu is forced to conclude: 
“In spite of the ample and complete ade- 
quacy of diagnostic criteria in this disease, 
at the present time, diagnostic acumen and 
enthusiasm on the part of clinicians are 
woefully lacking, and there is still a great 
need for calling attention to this most in- 
sidious and malignant growth.” That is 
exactly what I have tried to do in present- 
ing this paper. 


SUMMARY 


Chorioepithelioma is a malignant tumor 
arising from the epithelium of the chorionic | 
villi and appearing during pregnancy or im- 
mediately after full-term birth or abortion, 
especially after hydatidiform mole; it is 
characterized by extensive growth and 
marked local and general metastasis. 

In addition to the diagnostic criteria (six 
are listed) the author recommends as diag- 
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nostic aids: (1) curettage for histologic 
examination; (2) digital exploration of the 
uterine cavity; and (3), most important, the 
increase in the prolan values, especially the 
quantitative titrations. The use of the bio- 
logic test of pregnancy in hydatidiform 
mole and chorioepithelioma is the most im- 
portant advance in its diagnosis, treatment 
and prognosis. 


Early recognition and prompt operation 


have reduced the mortality rate from 73 
to 59 and finally to 10 per cent. Unfortu- 
nately, many cases still go undiagnosed. 
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SUMARIO 
Consideraciones practicas del 
corioepitelioma 
El corioepitelioma es un tumor maligno 
que surge del epitelio de las vellosidades del 
corion y que aparece durante el embarazo 
9 inmediatamente después del parto a tér- 
mino 6 en el aborto, y muy especialmente 
después de la mola hidatidiforme. Se carac- 
teriza por un estenso crecimiento y una 
metastasis general y principalmente local. 
Ademas del criterio diagndéstico (se enum- 
eran 6) el autor recomienda como auxiliares 
para el diagndstico los siguientes: (1) el 
examen histolégico; (2) exploracion digital 
de la cavidad uterina y (3) el aumento en 
los valores de los prolanes, especialmente 
las titulaciones cuantitativas. El uso de la 
prueba biolégica del embarazo en la mola 
hidatidiforme y en el corioepitelioma es el 
adelanto mas importante en el diagndstico, 
tratamiento, y pronostico. 
EF] diagnéstico temprano y la pronta oper- 
acién han reducido la mortalidad de 73 a 
59% y finalmente al 10%. 


INTERNATIONAL CREDENTIAL BOOKLETS 


All Affiliates are requested by the officials of the College 
to carry their International Credential Booklets to all Assem- 
blies, State Guild meetings and clinics. This will facilitate the 


proper certification of their attendance. 


Grana y Reyes Francisco, F.A.CS, FICS. 


ROFESSOR Grafia is among the 
most active members of the Interna- 
tional College of Surgeons. His great 
help in organizing the Peruvian Chapter is 
especially to be commented upon. At the 
International Assembly in Mexico he was a 
frequent and effective speaker, and his in- 
gratiating personality and great enthusiasm 
won him many admirers and friends. 
Francisco Reyes Grafa was born in 
Lima, Peru, in 1878, to Waldo Grana and 
Andrea Reyes. His grandfather was Andres 
de los Reyes, one-time president of Peru. 
He was educated at the University of San 


Marcos. In 1904 he became connected with 


the Dos de Mayo Hospital and in the same 
year was instrumental in the government’s 
taking steps to control the bubonic plague 
in the city. In 1908 he founded the first dis- 
pensary and infant milk depot in Lima. 
During 1910 he was an army surgeon in 
Ecuador. In 1913 he was Peruvian delegate 
to the Congress of School Hygiene at Buf- 
falo; the same year he became surgeon to 
Guadalupe Hospital at Callao. Upon being 
exiled, Dr. Grafia moved to Panama, where 
he practiced surgery for four years. He has 
studied in the leading hospitals of New 
York and Los Angeles and at the Mayo 
Foundation in Rochester, Minnesota. 
Professor Grafia was a member of the 
Academy of Medicine delegation to the 
Centenary celebration of the birth of Pas- 
teur, and was Peruvian delegate to the 
Latin-American Congress of Seville in 1929. 
He is a Fellow of the American College of 
Surgeons (proposed as honorary fellow), 
a member of the Peruvian Chamber of 
Deputies, medical referee of the Sun Life 
Assurance Company of Canada, private 
physician to Sefior Augusto B. Leguia, and 
chief of the surgical department of the 
Hospital Obrero, Lima (1941). He is a 
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member of Sociedad Medica Union Fer- 
nandina (president in 1910), Sociedad Per- 
uana de Cirugia (founder and president in 
1939-1940) and Academia Peruana de Med- 
icina (president in 1937-1940). His decora- 
tions include: Order of St. Patrick of Italy, 
Cross of the Order of Isabella the Catholic 
of Spain, Order of the Sun of Peru (Grand 
Official). 


Dr. Francisco Grafia, President, Peruvian Academy 
of Surgery; Member of Board of Trustees, I. C. S.; 
President of Peruvian Chapter, I. C. S. 


He was Peruvian delegate to the Assem- 
bly of the International College of Sur- 
geons in Mexico in 1941, and is a member 
of the Board of Trustees for 1941. As 
president of the Peruvian Chapter of the 
International College of Surgeons, he has 
shown admirable qualities of leadership and 
full appreciation of the ideals of the college 
which he is endeavoring to impart to others. 
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Editorials 


Surgery of the Prostate 


Y ESICAL neck obstruction was first 
treated by the ancient Hindus, who 
used perineal section. Hippocrates 
cut for stone. In the sixteenth century Nic- 
olo Ulasse first described the prostate gland. 
Pierre Franco in 1556 was the first to per- 
form suprapubic cystotomy. Covillard in 
1639 performed perineal prostatectomy. 
F. M. Watson of Boston was the first to 
perform perineal prostatectomy in America 
(1889). 

Valuable contributions to perineal pros- 
tatectomy were made by Samuel Alexander 
in 1896, Parker Sims in 1899 and Alexan- 
der B. Johnson in 1900. 

Suprapubic prostatectomy was first per- 
formed by von Dittel in 1885, the patient 
succumbing. Belfield in 1886 and McGill in 
1887 successfully removed median lobes. 
Removal of lateral and median lobes was 
first practiced by Fuller in 1895, Guiteras 
in 1900 and Freyer in 1902. Transurethral 
punch was performed by Paré in 1575, 
John Hunter, Chaput, Guthrie in 1834, and 
Billroth and Mercier. In 1874 Bottini de- 
signed and used the Galvano 
cautery for removal of prostatic tissue. 

To Hugh Young belongs the credit for 
making prostatectomy an exact science, in- 
cluding preoperative, operative and post- 
operative treatment. He reported 128 cases, 
later 198 cases, of consecutive perineal pros- 
tatectomies, without a death. 

S. M. Vest has recently reported 365 
prostatectomies performed upon public 
ward patients at the Johns Hopkins Hos- 
pital: perineal 221 (radical 7); suprapubic 


12; transurethral 132; mortality 1.6 per cent. 
Carcinoma of the prostate is the real 
challenge to the surgeon attempting to treat 
prostatic enlargement. The only five-year 
cures recorded in the literature are results 
of a radical perineal prostatectomy per- 
formed on cases clinically diagnosed as car- 
cinoma without metastases. In 1937 Young 
reported before the American College of 
Surgeons 53 per cent of five-year cures. 

Surgical diseases of vesical neck obstruc- 
tion include: (1) median bars, “which in- 
clude sclerosis, fibrosis and contractures” 
(Guthrie, England, 1834); (2) commisural 
hypertrophy, “those lesions where hyper- 
trophic changes occur in the dorsal commi- 
sure; these are intracapsular as solitary 
growth or with lateral lobe hypertrophy” 
(Sir Evarard Hume, 1813); (3) subcervical 
hypertrophy, generally called enlargement 
of Albarrons gland; (4) benign tumors; (5) 
malignant tumors; (6) calculi; (7) neuro- 
genic and (8) acute infection. 

Indications for perineal operation in- 
clude: (1) abscess; (2) lateral lobe hyper- 
trophy; (3) atrophic fibrous prostate; (4) 
carcinoma without metastases; (5) prostatic 
calculi; (6) tuberculosis; (7) seminal vesic- 
ulotomy; (8) seminal vesiculectomy; (9) 
urethral stricture with perineal fistula; (10) 
rectourethral fistula. 

Indications for transurethral prostatecto- 
my are as follows: (1) median bars; (2) 
early, small median lobe hypertrophy; (3) 
fibrosis following prostatectomy; (4) car- 
cinoma with metastases; (5) atrophic fib- 
rous prostate. 


EDITORIALS 


Indications for transvesical prostatecto- 
my are these: (1) large lateral lobes; (2) 
large median lobes; (3) previous suprapu- 
bic cystotomy for drainage; (4) vesical di- 
verticuli; (5) large vesical calculi; (6) med- 
ian bars. 

The indications classified above have 
been followed during the past fifteen years 
in fifteen different hospitals, during which 
time 158 consecutive cases have been oper- 
ated upon successfully. These were divided 
as follows: 

Perineal: conservative for adenoma 14; 
radical for carcinoma 2 (1 died after two 
years from carcinomatosis, 1 after three 
years from pneumonia); abscess, drainage 
5; calculi 1; total 22. 
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Transurethral: Braasch-Bumpus _instru- 
ment 16. 

Transvesical: one-stage 25; two-stage 95; 
2 had previously undergone transurethral 
prostatectomy elsewhere. 

Vesical neck obstruction, like fracture of 
the neck of the femur, must be treated at 
the crossroads as well as in the large medi- 
cal centers. Surgeons who have not per- 
fected their perineal and transurethral tech- 
nics will do well to follow the teachings 
of E. L. Keyes of New York: a two-stage 
suprapubic operation without passing cath- 
eters or instruments into the urethra at any 
time. 

WILLIAM J. CARSON, M.D. 


COURSE IN ANATOMY LIMITED TO ASSOCIATE 
MEMBERS, MEMBERS AND FELLOWS 
OF THE COLLEGE 


Dr. Paul H. Hohly will give a course of lectures on 
Surgical Anatomy in Toledo, Ohio, February 21-28. 
The course will consist of two lectures daily on anatomy 


in general as related to surgery. Each lecture will be followed 
by a period of actual work on the cadaver by the students. 
The course will cover a period of eight consecutive days #5: oa 
and is limited to 16 students. yor 
This course is given under the sponsorship of the Ohio 
Guild of the International College of Surgeons and Dr. Paul 
H. Hohly, the instructor in anatomy, who is an enthusiastic 
and excellent anatomist. 
Some of the mornings will be devoted to pathological 
conferences. For full particulars, address: 


Dr. Frep M. Dovatass, F.I.C.S. 
421 Michigan St. 
Toledo, Ohio 


Study Guild Traming Centers 


ECENTLY, at a regular and statu- 
R tory meeting of the Board of Ex- 
aminers for passing on credentials 
of an applicant for Fellowship in the Inter- 
national College of Surgeons, it was found 
that the folder containing the required in- 
formation was complete and satisfactory, 
except that the applicant was thirty-eight 
years of age, or two years under the mini- 
mum for Fellowship requirements. 

He was therefore consulted as to his will- 
ingness to change his application for that of 
Membership, with the privilege of advance- 
ment to the higher rank when, in compli- 
ance with the academic and constitutional 
stipulations, he would be eligible. This sug- 
gestion he accepted, and he was advised in 
the meantime to make application to the 
American Qualifying Board; if successful, 
this would be credited to his credentials. 

This is but an example of the basic prin- 
ciple of cooperation which is the inspiring 
motive of the International College of Sur- 
geons. Let it be stated beyond peradventure 
of a doubt that the International College of 
Surgeons, primarily concerned with the 
highest possible qualifications, beginning 
with the fundamental principles of medical 
knowledge, proposes to act in cooperation 
with all other qualifying boards and organ- 
izations, never in duplication or conflict 
with them. ; 

To this end the International College of 
Surgeons encourages its affiliates to -base 
their plan for cultural and educational at- 
tainments first upon membership in their 
respective county, state and national quali- 
fying boards, and to follow the post-grad- 
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uate plan, better known as the Minimum 
Standard on Graduate Training in Surgery 
of the American College of Surgeons, 
which leads, by graded effort, to Fellow- 
ship in that organization. In every member 
Chapter of the College throughout the 
world, the International College seeks to 
develop a uniform educational program 
which will enable the rising surgeons of the 
world to attain that proficiency which will 
qualify them for the rank of Fellowship in 
the International College of Surgeons. 

Ways and means are now being formu- 
lated by the Board of Governors of the 
United States Chapter to put into immedi- 
ate effect a program of educational facilities 
which will take care of the large number 
of affiliates desiring to perfect their knowl- 
edge and experience, not only in general 
surgery but in its special branches. 

The use by the Nebraska Post-Grad- 
uate Study Guild of the facilities of Creigh- 
ton University Medical School of Omaha, 
Nebraska, for fundamental instruction in 
the basic principles of surgery, open to 
post-graduate affiliates of the Nebraska 
Study Guild, should serve as a model to 
other chapters of the International College 
of Surgeons. They are urged to secure a 
similar plan of basic post-graduate training, 
not only in connection with teaching cen- 
ters and universities, but in connection with 
hospitals possessing facilities for clinical 
training in surgery. Such a plan of basic in- 
struction can be organized under an en- 
dowment plan by the Fellows of the Inter- 
national College. 

DESIDERIO ROMAN, M.D. 
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President's Page—United States Chapter 


ERCHANTS and _ businessmen 
generally are in the habit of tak- 
ing from time to time what they 

call “account of stock.” 

As we reach the last month of the year, 
the December issue of the JourNat affords 
fitting time and opportunity to review the 
activities and progress of the United States 
Chapter and of the International College. 
Beginning in January, the constitution and 
bylaws of our Chapter were given careful 
study under the guidance of Doctor Crotti, 
with a view to revision. Thus revised, they 
permit of the wide and liberal interpreta- 
tion necessary to meet the needs of our 
present organization. Assuming their re- 
spective responsibilities under the provis- 
ions of these statutes, Officers, Governors, 
Trustees and Regents necessarily become 
“College-conscious” as they direct the ever- 
expanding influence and prestige of our 
organization. 

The International Assembly in Mexico 
City, August 10 to 14, in which the entire 
organization earnestly and enthusiastically 
cooperated, was unanimously voted a bril- 
liant success. The extraordinary merit of 
the scientific program and the opportunity 
for personal contact with scientists of many 
nationalities were but practical proof of the 
worth of international cooperation. The 
scientific contributions of those participat- 
ing in the Assembly, numbering nearly 
one hundred papers, are now in the posses- 
sion of the Editor of the JournaL of the 
International College of Surgeons, awaiting 
publication. 
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The educational activities of the Post- 
Graduate Study Guilds have been extended 
throughout the breadth and length of these 
United States by the commendable leader- 
ship of the Directors. A plan of basic post- 
graduate teaching for Junior Affiliates of 
the College is now being prepared by the 
Board of Governors for approval of the 
Council. It is expected to go into effect in 
January, 1942. No effort will be spared to 
facilitate post-graduate opportunities for 
basic as well as for advanced training in 
surgery. 

The organization of chapters in the 
Latin-American medical centers has been 
reported upon in other issues of the Jour- 
NAL, but it is pertinent to mention the fact 
that these new chapters are modeling their 
constitutional organization in accord with 
that of the parent body, so that their efforts 
may be exerted toward the objectives and 
ideals served by the international unit of 
the College. 

It is urgent that the membership of the 
College take interest in these chapter affilia- 
tions because of their significance both now 
and in the future. The prestige of all will be 
enhanced by the increased patronage that 
our schools, hospitals and medical centers 
will receive. We are approaching medical 
solidarity with our sister nations of the 
Western Hemisphere, a solidarity of great- 
er help to humanity, being directed through 
the channels of health, than any other in- 
ternational effort. 


DESIDERIO ROMAN, M.D., PRESIDENT 
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N this hour of peril, we must face all 
possible eventualities with calm de- 
liberation, in a spirit born of freedom, 
with steadfast determination to defend us at 

all costs, with confidence in the American 

principle of non-aggression, of “live and let 
live,” with firm respect for the equal rights 
of all peoples, weak or strong. 

The United States Chapter of the Inter- 
national College of Surgeons views with 
gratification and pride the readiness of its 
membership to assist and give their help to 
the nation and to the government that the 
ideals of liberty, humanity and culture may 
live and prosper to the end of time. 

This effort of the membership of the 
Chapter to work in union and complete 
solidarity with the defenders of our flag 
is not an empty gesture, but a tender based 
upon, the strong conviction that every mem- 
ber of the United States Chapter will give 
of himself and his knowledge and equip- 
ment to render assistance in the organiza- 
tion of the nation’s defense and in the serv- 
ice of our heroes and defenders. 

We are part of a united profession and 
we stand alongside the American Medical 
Association, the American College of Sur- 
geons, The American Hospital Association 
and hospital units, and other organizations, 
in the work of preparedness and are ready 
to give our services to the utmost. 

We speak sincerely and proudly of medi- 
cal solidarity, for we are one and all united 
with the efficient and representative organ- 
izations of medicine in our country. We 
believe in the strength of our basic princi- 
ples and in the ideals which we pursue; we 
recognize, encourage, and believe in the 
achievements of the parent national medi- 
cal organizations of these United States, the 
American Medical Association and the 
American College of Surgeons, both of 


The President's Defense Message 


which have raised the standards of medical 
and surgical training and efficiency to the 
highest pinnacle. 

We add to these, through the United 
States Chapter of the International College 
of Surgeons, our organization and the facil- 
ities we possess by virtue of our internation- 
al solidarity with the nations of the Latin 
Americas, thus broadening medical and 
surgical cooperation throughout the West- 
ern Hemisphere. Notwithstanding _ the 
European holocaust, our International Col- 
lege has maintained its contacts with and 
interest in the leading masters of surgery 
throughout the world. 

By virtue of our creed, and our funda- 
mental principles, objectives and ideals, we 
are obviously not in conflict with any qual- 
ifying board of any other existing associa- 
tion striving for higher standards. 

We require of prospective affiliates of the 
International College that they obtain Fel- 
lowship first in our American Medical 
Association and cooperate with the Ameri- 
can College of Surgeons and the various 
qualifying Boards as a prerequisite to the 
degree of recognition in the International 
College of Surgeons. These are the gifts 
and privileges of collaboration and the ex- 
change of knowledge, not the narrow and 
destructive influence of misunderstanding 
and malice. 

We are proud to include in our Honor- 
ary Fellowships leaders in the Army and 
Navy. Of our Fellows and affiliates in the 
United States Chapter we ask that they 
heed the bugle call of national urgency and 
sacred duty. They may be assured that dur- 
ing their time of national service their 
membership dues will be remitted. 


DESIDERIO ROMAN, M.D. 
PRESIDENT U. S. CHAPTER 


{ 
ak: 
4 


GUILD ACTIVITIES 


POST-GRADUATE STUDY GUILD, UNITED STATES CHAPTER 


DIRECTOR EASTERN STATES 
GEORGE S. FOSTER, M.D. 
925 Chestnut Street 
MANCHESTER, N. H. 


DIRECTOR 
DESIDERIO ROMAN, M.D. 
250 South Seventeenth Street 

PHILADELPHIA, PA. 


Hudson Valley Guild 


A meeting of the Hudson Valley Surgical Guild 
was held in cooperation with St. Francis Hospital at 
Poughkeepsie, New York, on December 4. A varied 
and extensive program included the following papers: 


Operative clinic and paper on Gastric Carcinoma. 
A. A. Berg, M. D., M. S., Senior Regent for the 
State of New York, International College of Sur- 
geons; surgeon to Mt. Sinai and Montefiore Hos- 
pitals, New York.City; clinical professor of surgery, 
Columbia University. 


Discussion. I. W. Held, M.D., clinical professor 
of medicine, New York University and Bellevue Hos- 
pital Medical College; attending physician, Beth Israel 
Hospital. 

Tumors of the Cerebello-Pontine Angle. Byron 
Stookey, M. D., Specialty Regent in Neurosurgery, 
International College of Surgeons; professor of neu- 
rological surgery, Columbia University ; director of 
neurological surgery, New York Neurological Insti- 
tute, New York City. 


Cancer of the Rectum. Frank C. Yeomans, M.D., 
Specialty Regent in Proctology, International College 
of Surgeons; professor of proctology, New York 
Polyclinic; surgeon, New York Polyclinic Hospital 
and Medical School; honorary consulting surgeon, 
New York Cancer Institute. 

Massive Resection of Bone Sarcoma, with Immedi- 
ate Bone Graft Replacement (with colored motion 
pictures). Fred H. Albee, M.D., Sc.D., LL.D., Presi- 
dent, International College of Surgeons. 


Carcinoma of the Thyroid. William Watson, M.D., 
associate attending surgeon, Memorial Hospital for 
the Treatment of Cancer, New York City. 


Present Status of Malignancy. George S. Foster, 
M.D., Manchester, New Hampshire, Regional Direc- 
tor of Post-Graduate Study Guilds for Eastern States. 

Recent Legislation Pertaining to Cancer. Charles 
Muzzicato, M.D., New York State Senator; chairman 
of Public Health Committee for State of New York. 

Present Status of Bone Tumors. Anatole Kolodny, 
Ph.D., M.D., New York City. 


Carcinoma of the Larynx. Duncan Macpherson, 
M.D., Specialty Regent in Otolaryngology, Interna- 
tional College of Surgeons; consulting otolaryngolo- 
gist, Mid-Town, Bronx and West Side Hospitals, 
New York City. 

Breast Tumors. I. Busch, M.D., associate surgeon, 
New York Cancer Institute. 


DIRECTOR WESTERN STATES DIRECTOR NORTHWESTERN STATES 
CHAS. H. ARNOLD, M.D. JAMES C. MacGREGOR, M.D. 
Terminal Building Medical Arts Building 
LINCOLN, NEBRASKA GREAT FALLS, MONTANA 


Nebraska Study Guild 


The Nebraska Post-Graduate Study Guild held its 
fourth semi-annual meeting on December 4 at St. 
Joseph’s Hospital, Omaha, under the general chair- 
manship of Dr. E. C. Henry, F.I.C.S., formerly of 
Creighton University School of Medicine. Dr. Harry 
H. Everett, F.A.C.S., F.I.C.S., is president of the 
Guild. 

The clinical program in the forenoon consisted of 
the following subjects: 


Surgery of the Biliary Tract (dry clinic), by Dr. 
A. C. Johnson, F.A.C.S., assistant professor of sur- 
gery, Creighton University School of Medicine. 


Burns and Their Treatment, by Dr. W. L. Sucha, 
associate professor of orthopedic surgery, Creighton 
University School of Medicine. 


Breast Tumors with Special Emphasis on Aspects 
of Malignancy and Radiation, by Dr. B. C. Russum, 
professor of pathology and ‘bacteriology, Creighton 
University School of Medicine. 


In the afternoon these papers were read: 


Surgical Errors, by Charles H. Arnold, F.LC.S., 
special lecturer in surgery, Creighton University 
School of Medicine. Discussion followed. 


Water Balance and Electrolytes of the Body, by 
Dr. Charles M. Wilhelmj, dean of the Creighton 
University School of Medicine. 


Anatomy of the Right Upper Quadrant of the Ab- 
domen, by Dr. Charles Simkins, department of 
anatomy, Creighton University School of Medicine. 


The sessions were presided over by Dr. Charles H. 
—_ Dr. T. F. McCarthy and Dr. R. C. Olney of 
maha. 


Philadelphia Guild Meeting 


The third annual meeting of the Philadelphia Post- 
Graduate Study Guild was held this year on Decem- 
ber 12. Schedules were arranged according to the 
major interests of the participants. General surgery, 
chest surgery and the other special fields of surgery 
were all included in the program. In the evening an 
informal stag dinner was held at the Union League. 
Arrangements were in the hands of Dr. Desiderio 
Roman, Dr. Thomas A. Shallow, Dr. Moses Behrend 
and Dr. William Bates, of Philadelphia. 
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Latin-American Odyssey of 
Dr. William Seaman Bainbridge 


While on a government mission to Latin-America, 
Dr. William Seaman Bainbridge took the opportunity 
of visiting the various South and Central American 
Chapters of the International College of Surgeons, as 
well as many famous centers of learning. While in 
Peru he was made an honorary member of the Acad- 
emy of Surgery, at a special meeting called for that 
purpose. 

In Venezuela a luncheon was given in Dr. Bain- 
bridge’s honor on October 25 amid the magnificent 
setting of the Country Club. Present were Lieutenant 
Commander Fitzhugh Lee, naval attaché, United 
States Embassy; Prof. José Asquiendo, F.I.C.S., pro- 
fessor of anatomy at the Venezuelan University; Prof. 
Domingo Lucian, F.I.C.S., professor of surgery at 
the University; Prof. Hermogenes Rivero, M.I.C.S., 
clinical chief and director of the Hospital Vargas; Dr. 
Lopez Sierra, inspector of municipal hospitals; Dr. 
Gonzalez Puccini, director of the army and navy 
sanitary services; and Prof. Herman de Las Casas, 
F.I.C.S., dean of the Faculty of Medicine of Caracas 
and National Regent of the International College of 
Surgeons. 

Visits were made to various Venezuelan hospitals 
to observe surgical work, preoperative and postoper- 
ative care. A lecture was given by Dr. Bainbridge on 
the “Progress of Surgery” before the medical depart- 
ment of the University; he also spoke on “Cancer 
Problems—Progress in Their Solution.” Dr. Bain- 
bridge speaks glowingly of the clinic at Cordoba and 
the Clinic Luis Rozetti, the latter named after one of 
the master surgeons of Venezuela. He found the equip- 
ment up-to-date and the work efficient. In visiting the 
Hospital Vargas, which is the seat of the teaching 
clinic in orthopedic and traumatic surgery of the Uni- 
versity, Dr. Bainbridge was much impressed with the 
fine group in charge and their cooperation with the 
International College of Surgeons. This department is 
headed by Prof. Herman de Las Casas. Dr. Bainbridge 
spoke in glowing terms of the splendid activities of 
Prof. de Las Casas, who is wholeheartedly devoted to 
the ideals and program of the college. 


Appointments 


Sir Alfred Webb-Johnson, professor of surgery and 
pathology of the Royal College of Surgeons, London, 
has been elected president of the college for the com- 
ing year. Surgeon Rear-Admiral G. Gordon-Taylor 
rs L. R. Braithwaite have been elected vice-presi- 

ents. 


Dr. James Bryant Conant, president of Harvard 
University, has been appointed chairman of the Na- 
tional Defense Research Committee. He succeeds Dr. 
Vannevar Bush, who has become director of the new- 
ly established Office of Scientific Research and De- 
velopment. 


A wireless dispatch to the New York Times states 
that Dr. Alexis Carrel has been commissioned by 
Marshal Petain’s government to organize in France 
an institute for scientific and medical research. The 
institute would be in the Occupied Zone, where Dr. 
Carrel is at present. Funds for its operation would 
be granted through subventions by the state. 


According to The Lancet, the following have been 
appointed to the council of the Imperial Cancer Re- 
search Fund for the ensuing year: chairman, Prof. 
H. R. Dean; vice-chairman, Sir Cuthbert Wallace; 
Elizabeth Wills Allen Fellow, Dr. L. Foulds; and 
Alice Memorial Fellow, Dr. R. J. Ludford. Prof. 
James Young has been appointed governor of the 
fund by the Royal College of Surgeons of Edinburgh, 
and Professor T. J. Bosworth by the Royal Veteri- 
nary College and Hospital. 


Honors 


The Baly Medal of the Royal College of Physi- 
cians, London, has been awarded to Dr. Edgar Allen, 
professor of anatomy and chairman of the department 
at Yale University, in recognition of his work on 
estrogens. The Bisset-Hawkins Medal has been con- 
ferred on Sir Frederick Menzies for his work as chief 
medical officer of the London County Council. 


The honorary degree of Doctor of Science has been 
conferred by Tufts College on Dr. Charles H. Dan- 
forth, professor of anatomy at Stanford University. 
Dr. Danforth received the A.B. degree from Tufts 
College in 1908. 


The degree of Doctor of Science has been conferred 
on Dr. Donald Church Balfour, director of the Mayo 
Foundation and past-president of the American Col- 
lege of Surgeons, by McMaster University, Hamilton, 
Ontario. 


The honorary degree of Doctor of Letters was 
awarded at the commencement exercises of Jefferson 
Medical College, Philadelphia, to Dr. John M 
Finney, emeritus professor of surgery at Johns Hop- 
kins University. 


Cancer Journal Discontinued 


It is announced that the American Journal of Can- 
cer, edited by Dr. Francis Carter Wood, is now dis- 
continuing publication because of lack of funds. The 
war has meant a considerable loss in European sub- 
scribers. Hitherto this loss has been made up by the 
Chemical Foundation, which, however, has also been 
suffering a shrinkage of funds as the result of the 
expiration of important patents. The American Jour- 
nal of Cancer, which has been issued monthly, was 
founded ten years ago by the late Francis P. Garvan, 
president of the Chemical Foundation. 
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Correction 


On page 459 of the October issue of the JouRNAL 
of the International College of Surgeons the legend 
under the picture of Dr. Ralph Matson states that he 
is a resident of Seattle, Washington. This is erro- 
neous; Dr. Matson lives in Portland, Oregon. 


Nutritional Deficiency as a Factor 
in the Abnormal Behavior of 
Experimental Animals 


The albino rat has been observed to exhibit a be- 

havior pattern characterized by epileptoid seizures 
when subjected to auditory stimulation (Robert A. 
Patton and Harry W. Karn, J. Comp. Psych. 31:43, 
1941; Robert A. Patton, Harry W. Karn and C. G. 
King, J. Comp. Psych., in press). Different authors 
have associated such seizures with a variety of etio- 
logic factors (N. R. F. Maier, Studies of Abnormal 
Behavior in the Rat, Harper’s, New York), but there 
can be no doubt concerning (a) the important role 
that nutrition plays in the manifestation of this type 
of behavior or (b) the effect of auditory stimulation 
alone as an inciting cause of the seizures. 

Recent studies in the Laboratory for Experimental 
Psychology at the University of Pittsburgh have 
demonstrated clearly that vitamin B complex deficien- 
cies and inanition both induce sensitivity to the epilep- 
toid seizures. Specific members of the vitamin B com- 
plex, particularly thiamin (B:), can effect significant 
protection at intake levels above those required for 
growth and reproduction. Paired feeding experiments 
have been used to avoid possible errors caused by in- 
anition, and although the latter is clearly an impor- 
tant factor in the susceptibility to-seizures, pure vita- 
min supplements and empirical concentrates, such as 
provided by yeast, exert an effect in addition to that 
afforded by pure thiamin. 

A comprehensive program of investigation in this 
field is under way, supported by research grants from 
the Buhl Foundation of Pittsburgh and from the Wil- 
liams-Waterman Fund of the Research Corporation 
of New York. It is evident that the results of such 
experiments are applicable to the detection and quan- 
titative evaluation of certain nutritional deficiencies 
of the marginal type, where there is physiologic in- 
jury without external evidence of malnutrition. It is 
believed that such investigations also point unmistak- 
ably toward the need for an increasing degree of 
attention to the nutritional state of experimental ani- 
mals used in psychological studies. No record of a 
comparable type of behavior pattern in clinical obser- 
vations under controlled conditions has come to the 
attention of the authors, but neurologic manifestations 
of marginal vitamin B complex deficiencies have been 
observed frequently (R. R. Williams and T. D. 
Spies, Vitamin B; (Thiamin) and Its Use in Medi- 
cine, Macmillan Company, 1938, and R. D. Williams, 

‘ Mason, R. M. Wilder and B. F. Smith, Arch. 
Int. Med., 66:785, 1940). 


C. G. King, H. W. Karn and R. A. Patton 


Grants and Bequests 


The Royal College of Surgeons, London, has re- 
ceived the sum of 40,000 pounds from the Bernard 
Baron Trustees to endow a Bernard Baron Research 
Professorship at the college. A letter addressed to the 
president of the college by the trustees reads in part: 
“The scientific work which has formed such a notable 
part of the activities of the Royal College of Sur- 
geons of England must and will continue. The trustees 
realize, however, that one of the essential sinews of 
your and their endeavor to benefit mankind is the pro- 
vision of funds for the prosecution of research. They 
have therefore decided to make a gift of 40,000 pounds 
sterling for the endowment of a Bernard Baron Re- 
search Professorship at the Royal College of Sur- 
geons, so that, whatever the difficulties with which 
the council may be faced in other directions, research 
will not suffer.” 


The Rockefeller Foundation has made a grant of 
900 pounds sterling to the University of Oxford for 
the Nuffield Department of Surgery, to pay. the sal- 
aries of Dr. Eric Guttmann and a trained social work- 
er in psychiatry. Dr. Guttmann will carry out an in- 
vestigation in brain injuries. The university is making 
a grant to the Department of Biochemistry to carry 
out a nutritional survey and a study of antiseptics in 
relation to burns. 


Obituaries 


Dr. Louis Klein, director of clinical research at 
Hoffmann-La Roche, Inc., Nutley, New Jersey, died 
on October 24 at the age of fifty-six. Dr. Klein had 
been clinical research director at the pharmaceutical 
plant since 1935. 

Born in Brooklyn, Dr. Klein was graduated from 
the Medical College of Long Island University. He 
entered practice as a private physician in Brooklyn 
in 1917 and three years later joined the Parke-Davis 
Company with which he was connected for fifteen 
years. At Hoffmann-La Roche he also was editor of 
the Roche Review, a journal published by the concern 
for the medical profession. He was a member of the 
Wayne County (Michigan) Medical Society. 


Dr. Max Aaron Goldstein, the otolaryngologist, 
founder and director of the Central Institute for the 
Deaf at St. Louis, died on July 27 at the age of sev- 
enty-one years. 


Dr. George Ellett Coghill, member of the Wistar 
Institute of Anatomy, Philadelphia, where from 1925 
to 1935 he was professor of comparative anatomy, 
died on July 23 at the age of sixty-nine years. 


Professor Thomas Gibson died at Kingston, Ontario, 
on July 2 at the age of seventy-five years. At the time 
of his death he was professor of the history of medi- 
cine, earlier professor and head of the Department of 
Pharmacology of Queen’s University, Canada. 
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BOOK REVIEWS 


The Therapeutics of Internal Diseases. Supervising 
editor, Cex eorge Blumer, M.D., associate editor, 
Albert J. Sullivan, M.D. Vols. 4 and 5. New 
York: D. Appleton-Century Co., 1941. 


mentary tract, peritoneum, liver and gallbladder, 

pancreas, genitourinary tract, blood-forming or- 
gans and the locomotor system. Volume 5 deals with 
the nervous system, metabolism, endocrines, vitamins, 
allergy, skin and sulfanilamides. There is an excellent 
index. 

Chapter 2 of Volume 4, on the treatment of diseases 
of the esophagus, written by Chevalier Jackson, is 
excellently done. It is unfortunate that under esoph- 
ageal conditions no mention has been made of the 
modern roentgen ray methods of diagnosing these 
varices; instead, the more dangerous method of eso- 
phagoscopy is suggested. 

On page 290, under the subject of empyema of the 
gallbladder, a word should have been mentioned about 
drainage of those gallbladders which cannot be re- 
moved. 

Much emphasis is placed on diet and treatment, aug- 
mented by excellent diet lists. Under peptic ulcer, we 
find the welcome addition of diluted orange juice to 
the intermediate ulcer diet, though this would have 
been most heartily condemned some years ago. This 
and the dietary regime in the chapter on diabetes mel- 
litus are exceptionally well done. 

The chapter on vitamins and vitamin therapy is ex- 
haustive. Chapter 8 of Volume 5, dealing with the 
chemotherapy of the sulfonamide drugs, is extremely 
thorough, a valuable chapter for the practitioner. 

These volumes can be highly recommended for the 
modern practitioner. Their practical brevity is espe- 
cially commendable, giving the user easy access to 
therapy, with a concise résumé of the etiology of 
symptom complexes of most conditions. 


WV mentary 4 of this work deals with the ali- 


William Henry Welch and the Heroic Age of 
American Medicine. By Simon Flexner and 
James T. Flexner. Price, $3.75. Pp. 539, with 26 
illustrations. New York: The Viking Press, 1941, 


OPSY” Welch is a descendant of Philip 

Welch, who was kidnapped from Ireland by 

Cromwell’s soldiers in 1654 at the age of eleven 
years and sold in Boston harbor. Philip’s great-grand- 
son, Hopestill Welch, established the family in Nor- 
folk, Connecticut, in 1772. 

Upon graduating from Yale in 1870, Welch’s ambi- 
tion was to be called back as tutor in Greek. As no 
opportunity presented itself, he taught school for a 
year, returning to Yale Sheffield Scientific School to 
study chemistry in preparation for medical school. 
While a student at the College of Physicians and Sur- 
geons, he had a key to the Library of the New York 
Hospital, where he prepared his thesis, “A Résumé of 
All That Has Been Written about Goiter in English, 
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French and German;” with this he won the thesis 
prize. 

During his internship at Bellevue Hospital in 
1875-1876 he met Abraham Jacobi, who directed his 
attention to the position of German medical science in 
the world. He spent the next two years in Germany 
studying histology in the laboratories of Waldeyer ; 
physiologic chemistry under Hoppe-Seyler; micros- 
copic anatomy under Wagner; pathology under von 
Recklinghausen and Virchow; physiology under Lud- 
wig; experimental pathology under Cohnheim, pro- 
ducing for the first time experimental edema of the 
lungs; and bacteriology under Koch. 

Returning to New York in March, 1878, his Alma 
Mater would not find a space for him to start a labo- 
ratory of pathology. He then went to Bellevue Hos- 
pital Medical College, where he obtained a laboratory 
and founded the American School of Pathology. His 
original contributions to science fill three volumes, 

As an organizer he had no equal, having organized 
the Johns Hopkins University Medical School; School 
of Hygiene and Institute for the History of Medi- 
cine; American Association of Pathologists and Bac- 
teriologists; Association of American Physicians; Na- 
tional Research Council of the National Academy of 
Science; Rockefeller Institute for Medical Research; 
International Health Board; and Pekin Union Medi- 
cal College. He also served as president of every im- 
portant scientific society in America, and received 
honorary degrees and decorations from twenty-seven 
institutions throughout the world. 

With his selection of Osler, Kelly and Halsted, the 
Johns Hopkins Hospital possessed the greatest faculty 
ever assembled in a single institution. 

It was not only a privilege but a great responsibility 
for Simon Flexner to write a biography of his “chief.” 
This he has accomplished successfully. The publisher 
is to be congratulated on his excellent choice of paper 
and typography. 

W. J. Carson 


Diseases of the Mouth. By Sterling V. Mead, 
D.D.S., B.S.M. Fifth edition. Pp. 1,059, with 633 
illustrations and 63 color plates. St. Louis: C. V 
Mosby, 1940. 


HE appearance of the fifth edition of this book 

bespeaks its popularity; the first edition ap- 

peared twelve years ago. The entire work has 
been completely rewritten, and a number of well- 
executed new illustrations embellish the text. The 
recent discoveries in this field are all discussed; obso- 
lete forms of treatment have been deleted from the 
text. 

The author points out that every phase of systemic 
disturbance is reflected in the oral cavity; these are 
lucidly described, and methods of examination are 
thoroughly set forth and illustrated. Differential diag- 
nosis is discussed from every point of view. 

The work comprises thirty-nine chapters; at the 
end of each chapter is a comprehensive bibliography. 


(eu 
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The illustrations are excellent, particularly the color 
plates, of which there are a great number. The bind- 
ing, paper, type and general makeup of this fine work 
are all a credit to the publishers. 

This work contains as complete a treatment of the 
subject matter as can be found anywhere. That it is 
based on a tremendous amount of personal experience 
is obvious in every chapter. The volume can be highly 
recommended to both specialist and general practitioner. 


Leaders of Medicine. By Solomon R. Kagan. Pp. 
176, with 4 illustrations. Boston: Medico-His- 
torical Press, 1941. 


cine holds fascination for medical students, 

general practitioners and specialists alike. But 
to delve into the lives of pioneers requires special 
aptitude, training and consistent effort on the part of 
the author. Dr. Kagan has fulfilled well this difficult 
task. This small volume paints especially fine word 
pictures of Henle, Virchow, Mitchell, Jacobi, Allbutt, 
Solis-Cohen, Billings, Cohnheim, Weigert, Osler, 
Welch and Ehrlich. The text is brief and to the point. 
Illustrations accompany some of the portraits. An 
excellent bibliography provides a source of useful 
reference for those desiring further information about 
the personages discussed. All in all, the work is a 
worth while one. 

M: T. 


A NYTHING pertaining to the history of medi- 


Abdomen Agudo Quirurgico. By Alejandro J. 
Pavlovsky. Third edition. Two vols., 691 and 684 
pages, respectively. Illustrated. Buenos Aires: 
Libreria y Editorial “El Ateneo,” 1941. 


HE accomplished surgeon who is the author of 

this work is young in years but mature in ex- 

perience. His book may well be used not only 
by the beginner but by the experienced surgeon as 
well, for it embraces the symptomatology, diagnosis 
and treatment of all acute abdominal conditions en- 
countered in surgical practice. The general practition- 
er will also find much of interest in the line of diag- 
nosis. The evaluation of symptoms in the various 
clinical entities bespeaks the thoroughness of the au- 
thor’s approach to his subject. 

Case reports and well-executed illustrations em- 
bellish the text. The chapter on appendicitis is a 
classic. Valuable suggestions are given as to pre- 
operative and postoperative care of various condi- 
ions. Acute pancreatitis and gynecologic emergencies 
are equally well handled. The chapter on intestinal 
obstruction should be studied by all. Indeed, the 
thirty-five chapters rival each other in thoroughness 
and brilliant presentation. A comprehensive index 
closes this splendid contribution to surgical literature. 

Jose Arcé, distinguished Latin-American surgeon, 
says in the Foreword that Pavlovsky has rendered the 
surgical profession of Argentine and of Latin Ameri- 
ca a signal service in making accessible to them this 
fine work. Everyone who reads the book will agree. 
It should emphatically be translated into English. All 
in all, this is a classical work which will long endure 
and should find its way into the library of every pro- 
gressive physician and surgeon. 


M. T. 


Tecnica y Educacion Quirurgica. By Julian Gon- 
= endez. Pp. 462, with 344 illustrations. 
exico. 


at the threshold of his career, who is eager to 

master the principles and details of surgical 
procedures. Those who read Spanish should by all 
means acquire this excellent work. It is hoped that 
future editions will appear in English, so that it will 
be accessible to all young surgeons. The work is ad- 
mirably concise. Operations are described both suc- 
cinctly and clearly. There is'‘much valuable informa- 
tion for those working in the experimental laboratory, 
and it should be at the side of all in the animal operat- 
ing room. It is regrettable that there is a paucity of 
such works in the English language. The illustrations 
are principally pen-drawings and photographs, beau- 
tifully executed. This compact work contains a wealth 
of information for the teaching surgeon and his pupils. 


Mink. 


Tee book is primarily for the young surgeon, 


The Principal Nervous Pathways. By Andrew 
Theodore Rasmussen. Pp. 73, with 64 illustra- 
tions. New York: Macmillan Company, 1941. 


HIS work is composed of twenty-eight neu- 

rological charts with explanatory notes. Its 

purpose is to provide medical students and oth- 
ers with accurate knowledge concerning the more 
important nervous pathways in the central nervous 
system and their relations to the peripheral nerves. 
It attempts to correlate function and structure of the 
nervous system. Figure 1, illustrating the relation of 
the meninges to the brain, spinal cord and cerebro- 
spinal fluid, although quite schematic, is most instruc- 
tive and lucid. Figure 2, dealing with pain, tempera- 
ture, light and touch conduction is easily understand- 
able to the general practitioner. Figure 17, which 
treats of the respiratory system, seems at first glance 
to be confusing. However, a careful reading of the 
notes in connection with the diagram reveals that it is 
in reality most enlightening. 

Although the book is in abbreviated form and is 
intended merely for students of neuroanatomy and 
neurology, it is a welcome addition to the library shelf 
of the general practitioner, who never knows when he 
may have to look up a nervous pathway. 


Nobel Prize Winners. Charts, Indexes, Sketches, 
1901-1940. (Revised to date.) Compiled by Flora 
Kaplan. Price, $2.50. Pp. 160. Chicago: Nobelle 
Publishing Company, 1941. 


Nobel prize winners since the inception of the 

award by the late Nobel. Its 160 pages give a 
bird’s-eye view of the personality and achievement of 
each prize winner. The author has done an admirable 
job of compilation; the material is well arranged and 
presented in an engaging manner. The book should be 
of great value to the many interested in such informa- 


tion. 
Mow. 


[x volume contains information on all of the 
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The Principles and Practice of Ophthalmic Sur- 
gery. By Edmund B. Spaeth, M.D. Second edi- 
tion, revised. Pp. 886, with 6 color plates and 451 
engravings, including 1,149 figures, Philadelphia: 
Lea and Febiger, 1941. 


HE second edition of Dr. Spaeth’s book ap- 

pears only one year after the first edition. This 

indicates how well the book has been received 
by the medical public, also that there was a need for 
a textbook of ophthalmic surgery describing not only 
the author’s personal technics and preferences but 
those of other surgeons as well. This reviewer finds 
that the greatest value of the book lies in the fact 
that it enables the surgeon to compare. different tech- 
nics and to choose accordingly. 

The new edition is revised with regard to some 
errors which the first edition contained. Illustrations 
have been improved and added to. Along with many 
other very good chapters quoted from the originators 
of special technics, the author’s own “Principles of 
Plastic Eye-Surgery” have been incorporated into this 
book, a fact which further increases its value as a 
reference volume in this field. 


M. H. 


Wounds and Fractures: A Clinical Guide to Civil 
and Military Practice. By H. Winnett Orr, M.D., 
F.A.C.S. Price $5 postpaid. Pp. 227. Springfield, 
Illinois: Charles C. Thomas. 


ously expressed by the author, accompanied 

with some good illustrations and supported by 
case histories supplying concrete examples of the 
methods advocated. The conversational style makes 
reading easy. 

The chief theme of the book is that “open wounds 
must have free drainage maintained by vaseline packs” 
and be placed at rest by immobilization in plaster of 
paris casts. Whenever the open wounds are connected 
with fractures, immobilization of the fractured bones 
must be maintained, in most cases by skeletal pin 
fixation. Another important concept is that “healing 
is assisted by infrequent dressings.” The author is a 
strong advocate of anatomic alignment of fractures; 
he stresses especially the early re-establishment of 
anatomic alignment. 

The ten chapters of this book are well worth read- 
ing by those who are interested in the treatment of 
wounds and fractures. 


"Tot book is a compilation of opinions previ- 
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You can take advantage of many new pro- 
fessional opportunities by mastering Spanish, 
Portuguese or any of 29 languages—by the 
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Method. 


Into your own home Linguaphone brings 
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trained simultaneously. 
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Salvus 


NYLON 


and 


CATGUT 


Sutures 


CATGUT sutures and ligatures manufactured by SALVUS are in strict compliance with all 


é 


SURFACE SMOOTHNESS, NON-FRAYING 

Photomicrographs conclusively indicate the difference in 
surface smoothness between a Salvus suture and that of 
competitive brands. Obviously, the smooth suture will not 
cause serious abrasion, nor will it introduce resistance to 
threading or drawing through the tissue. Further, the struc- 
ture of the Salvus strand is so strongly cohesive that coil- 
ing, unwinding and threading will not produce fraying, 
which not only impairs knotting power, but also reduces 
tensile strength. 


SIZE UNIFORMITY, ACCURATE GAUGING 


Some sutures are notoriously erratic in size uniformity, 
varying greatly in diameter within the same strand. There 
are two ways to gauge and control suture diameters. One 
way is to measure a sample of each batch, or a portion of 
each sample. The Salvus way is to gauge every inch of 
every strand with a precision dial micrometer before and 
after processing, ruling out all strings not coming within 
the diameter requirements of the United States Pharma- 
copoeia. 


CONSISTENT ABSORPTION RATE 

Although United States Pharmacopoeia designations are 
now based upon hardness instead of absorption time, the 
latter factor is nevertheless of considerable concern to the 
surgeon, otherwise post-operative progress cannot be pre- 
dicted. It is therefore highly important to note that all 
sizes of Salvus CHROMIC sutures (of the same type) 
are uniform in absorption time under similar physiological 
conditions. 

The perfect suture is one which is free from foreign 
substances such as sulphur, mercury and iodine, likely to 
cause adverse physiological reactions. The properties of 
blandness and neutrality must be essential attributes if 
irritation is to be avoided, Se in highly sensitive 
physiological environments. None of these substances named 


of the requirements of the United States Pharmacopoeia. 


are used in processing Salvus sutures, nor is any other 
foreign substance used which may be deleterious upon con- 
tact with tissue or upon absorption. 

Both flexibility and pliability determine the manipulative 
character of the suture. Obviously a suture which is stiff 
or brittle is difficult to handle, offers resistance to thread- 
ing, and is not capable of forming a small, tight knot. The 
high degree of flexibility and pliability of Salvus sutures 
make them markedly superior to others in this important 
regard. 

INSURED, CERTIFIED STERILITY 

The Salvus method of closed tube heat sterilization in 
vacuum makes sterilization a certainty. Under this ex- 
clusive system nothing depends upon the personal equation 
in laboratory technique for inserting the fluid, nor when 
sealing, nor for any other purpose, since the closed tube 
method precludes accidental contamination of the suture 
while in preparation. 

Based on the simple premise that if a tube is tightly 
plugged with absorbent cotton no bacteria can get into it, 
and that if exposed to sufficient heat no bacteria can live, 
the sutures first are tightly plugged within the tubes. The 
tubes then undergo heat sterilization in a vacuum cham- 
ber under a high vacuum, receive their content of tubing 
fluid by infiltration through the sterilized cotton plugs 
while still within the sterile chamber, and are sealed with- 
out the plugs ever being removed. 


BACTERIOLOGICAL CONTROL IDENTIFICATION 

In each batch of tubes subjected to sterilization there are 
placed control tubes containing specimen samples of catgut 
inoculated with one of the most heat-resistant spore-form- 
ing bacteria, known as Bacillus Stearothermophilus, a her- 
mophilic bacteria which has caused great spoilage in the 
canned food industry. 

After sterilization these control tubes are sent to an 

inent independent bacteriologist for culturing both aero- 
bically and anaerobically according to well recognized and 
accepted tests. 

Not a single tube is released for shipment until the bac- 
teriologist’s report is received indicating absolute sterility 
of the control. Each tube—not merely each box of twelve 
tubes—bears the bacteriologist’s control number, which 
appears also on a copy of the bacteriologist’s report ac- 
companying the shipment. 

Such control identification is a valuable adjunct to the 
case history. It is vitally important to both the surgeon 
and the hospital since it provides proof of sterility. 


DERMAX NYLON SUTURES 
are processed from one solid strand, are non-capillary, have 
no interstices or openings to permit the wound to granulate 
into so that upon removal there is little, if any, tearing of 
the tissues. Recommended for plastic, skin closure and 
tension suturing. Sizes 5/0 to 1. 


BRAILON (BRAIDED) NYLON SUTURES 
are recommended in place of silk and other non-absorbable 
materials. Observations have shown Brailon sutures to 
have the desired flexibility and greater security of knots, 
plus the added advantage that Brailon has shown to pro- 
duce less, if any, tissue reaction. Sizes 5/0 to 3. 


Samples and literature gladly furnished on request. 


Products Inc 


1750 North Springfield Avenue, Chicago, Illinois, U. S. A. 


BIOCHEMISTS SPECIALIZING IN SURGICAL SUTURES 
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Nonboilable 
a 


Quoted from one of 


more than 300 


published papers 


“Postoperatively, when pentothal sodium has 
been employed, there has been a noteworthy 
absence of shock, nausea, vomiting, straining, 
retching, or excitement, thereby reducing the 
need for immediate intensive nursing care.” 


O’Crowley, C. R., and Chmelnik, G. (1939), 
J. Urology, 41:652 


Descriptive literature will be sent upon request. Address 
inquiries to Abbott Laboratories, North Chicago, Illinois 


pentothal sodium 


G. U.S. PAT, OFF, 


[Sodium Ethy! (1-Methyl-Butyl) Thiobarbiturate, Abbott] 


